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consistently dependable clinical results 


V-CILLIN 


(penicillin V potassium, Lilly) 


produces antibacterial activity in the serum against penicillin- 
sensitive pathogens which is unsurpassed by any other form of 
oral penicillin and is less affected by the presence of food in the 
stomach. 

Now at lower cost to your patient 
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FREEDOM BY SELF REGULATION 


OR A CENTURY and a half, according to the recorded transactions of various 

medical societies, physicians have expressed concern with self-imposed stand- 
ards and limitations. In Connecticut, for example, in 1815, the subject was raised 
of a regular medical police for that state. Committees on ethics have evolved, 
probably with the original intent of protecting the interests of the physician in areas 
of contention, but broadening their scope to insure fairness and justice—whether 
it be for the physician or for the patient. 


In Maryland, the Mediation Committee of the Medical and Chirurgical Faculty 
fulfills this function. Its duties are spelled out in the Bylaws. This committee is di- 
rected to review and investigate complaints and grievances involving and arising out 
of the practice of medicine. In addition, it shall meet with labor unions, professional 
organizations, and others interested in improving the quality of medical care to dis- 
cuss and consider questions of mutual interest. 


No freedom is absolute, including that of the physician to practice medicine. 
Besides being bound by state and federal statutes, the medical practitioner has still 
another body of rules governing his personal conduct and setting forth his respon- 
sibility: the AMA Principles of Ethics. By self regulation and vigorous enforce- 
ment of the medical code of ethics, the medical profession voluntarily protects the 
public from quackery, incompetence, illegal acts, unprofessional conduct, and exor- 
bitant fees and thus sustains the high regard in which the profession is held. 
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don't left behind 


JOIN YOUR FRIENDS AT THE 
POSTGRADUATE 
HEART DISEASE 


OF ESPECIAL INTEREST TO 


THE PRACTICING PHYSICIAN 


| COMMAN DER HOTEL 
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MARYLAND 


SEPTEMBER 16 
9:30-11:30 AM. 


presented by 


THE HEART ASSOCIATION OF MARYLAND 
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This is the morning following the semi-annual meeting of the ay, 

Medical and Chirurgical Faculty at the same hotel. 


It's 
SEMIANNUAL 
MEETING 


Time again! 


PROGRAM 
OLEAN CITY MEETING 


}{EDICAL and CHIRURGICAL 
FACULTY 


FRIDAY 
SEPTEMBER 15 
1961 
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COMMANDER HOTEL 
FRIDAY, SEPTEMBER 15 


REGISTRATION—9:00 A.M., Lobby 


Those who arrive on Thursday, 
September 14, may register that 
evening, 7:30 to 9:30 p.m. 


ALL MEMBERS AND THEIR GUESTS ARE 
REQUESTED TO REGISTER. 


BUSINESS SESSIONS 


Beach Lounge, Ground Floor 


COUNCIL MEETING 
Thursday, September 14, 8:00 p.m. 


HOUSE OF DELEGATES 
Friday, September 15, 9:30 gigi a.m. 


ALL members of the Faculty are 
invited to attend the meetings of 
the House of Delegates, but privi- 
leges of the floor are for delegates 
only. 


Committee on Program and 
Arrangements 
Houston S. Everett, M.D., Chairman; J. Douglas 


Lockard, M.D.; Joseph B. Workman, M.D.; 
Richard T. Shackelford, M.D. 


COMMANDER HOTEL 


FRIDAY, SEPTEMBER 15 
12:30 P.M. 


Beach Lounge, Ground Floor 


SCIENTIFIC 
SESSION 


Words of Welcome 
Howard F. Kinnamon, M.D., President 
Medical and Chirurgical Faculty 


MEDICAL PROBLEMS IN NUCLEAR 
SUBMARINES 
(Illustrated ) 


Commander John Ebersole, Medical Corps, 


Dr. Ebersole, born in Illinois 
in 1925, attended the Indiana 
University Medical School and 
interned at St. Vincent’s Hos- 
pital in Indianapolis. He re- 
quested active duty and assign- 
ment in the Submarine Force and 
in his Service has worked in 
various laboratories of nuclear 
energy as related to submarine 
use. Dr. Ebersole volunteered for the Nuclear Sub- 
marine Project and was assigned to the USS Nautilus 
in the commissioning crew as Medical Officer. He 
was the first USN Medical Officer assigned to a 
submarine for permanent duty on board. He later 
was transferred to the USS Seawolf and, as such, 
was the first naval officer to commission and serve 
on two nuclear submarines. 


ADDITIONAL SCIENTIFIC SESSIONS 
COMMANDER HOTEL 


Maryland Chapter, American College of Surgeons. 
Saturday, September 16, 9:30 a.m. Business meet- 
ing followéd by scientific panel on Multiple Trauma, 
under auspices of State Trauma Committee. 
Cocktail party and dinner Saturday evening. 

Maryland Heart Association. Saturday, September 
16, 9:30 a.m. Postgraduate Session in Heart Disease 
of a special interest to the practicing physician. 

Maryland Diabetes Association. Saturday, September 
16, 11:30 am. Speakers—Max Miller, M.D., 
Western Reserve University School of Medicine, 
Cleveland, and Rachmiel Levine, M.D., New York 
Medical College. 


iss 


COMMANDER HOTEL 
FRIDAY, SEPTEMBER 1; 


LUNCHEON 

Your choice of 

SMORGASBORD—1:30 - 3:30 p.m. 
Dining Room 

2 Menu will include lobster, 


imperial crab, crab salad, fried 
chicken, baked ham, salads, and 


dessert. 
OR 
a CLAM BAKE—2:00 - 3:00 p.m. 
On the Beach 


Menu will include lobster and 
clams from the pit, steamed crabs, 
corn on cob, fried chicken, salads, 
and dessert. 


Dress optional for either luncheon 


DANCE 
9:30 p.m.- 1:00 am—Dining Room 


Hors d'oeuvres will be served 
Host—Medical and Chirurgical Faculty 


Dress optional 


WOMAN’S AUXILIARY 
Medical and Chirurgical Faculty 
Mrs. Norman Oliver, President 
Social Room, Main Floor 
Friday, September 15 
9:30 am. Open Board Meeting 
Social Hour to follow 


The wives of all doctors present for the 
Semiannual Meeting are invited to attend 


this meeting. 
Coffee and Buns will be served informally. * & 
A np 


: 
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A STUDY OF HOME ACCIDENTS IN ABER- 
DEEN, Ian A. G. Macqueen, M.D. Edinburgh 
and London: E. & §S. Livingstone, Ltd., 1960. 
The Williams & Wilkins Co., Baltimore, exclu- 
sive U. S. agents. 

This small book presents the results of an investi- 
gation into 4,527 domestic accidents serious enough to 
require medical attention, which occurred in Aberdeen, 
Scotland, between September 1, 1955 and August 31, 
1957. It deals with all such accidents during the period 
in question, except those that were immediately fatal, 
those that occurred during the two Aberdeen holiday 
fortnights in July of 1956 and 1957, and a small propor- 
tion which escaped notice for reasons explained in the 
study. Important data are expressed in tables and dia- 
grams. 


MANAGEMENT OF FRACTURES, DISLOCA- 
TIONS, AND SPRAINS, ed. 7, H. Earl Conwell, 
M.D., and Fred C. Reynolds, M.D. St. Louis: 
The C. V. Mosby Company, 1961. 

Emphasis is placed on selective injuries and sound 
methods used in their treatment. This edition has under- 
gone thorough revision, with repetitious and obsolete 
material deleted. Significant additions are more thorough 
discussion of deceleration injuries and spinal disc in- 
volvement, treatment with the medullary nail, indica- 
tions for its use, and the use of hip prosthesis. 


CUTANEOUS INNERVATION, edited by Wil- 
liam Montagna. New York: Pergamon Press, 1960. 


The material in this book was presented at the 
Symposium on The Biology of Skin, held at Brown 
University. This is the first published record of these 
proceedings. The nine chapters present the structure 
and histochemical characteristics of cutaneous nerves 
and end organs. They discuss the central patterns of 
‘afferent impulses from the skin which allow sensa- 
tions, review the newest knowledge of the mech- 
anisms of common sensitivity, and discuss the pos- 
sible processes involved in the sensation of itch and 
pain. 


THEORETICAL AND PRACTICAL PROBLEMS 
OF MEDICINE AND BIOLOGY IN EXPERI- 
MENTS ON MONKEYS, edited by I. A. Utkin. 
New York and London: Pergamon Press, 1960. 
Because of their morpho-physiological resemblance 

to man, monkeys are invaluable subjects for medical 

experimentation. Under the three major headings of 

1) physiology and pathology of higher nervous ac- 

tivity, 2). pathological morphology and physiology, 

and 3) infectious pathology, a collection of inde- 
pendent papers and reports derived from experiments 
with monkeys are presented. All the investigations 
were carried out at the medico-biological station of 
the Academy of Medical Science of the USSR at 
Sukhumi. 
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MAKE IT A 


Plan to stay over for 
the following scientific 
meetings on Saturday 
September 16. 


MARYLAND CHAPTER 
AMERICAN COLLEGE OF SURGEONS 


Business meeting, followed by panel on Multi- 
ple Trauma, under auspices of the State Trau- 
ma Committee. 9:30 A.M. Cocktail party and 
dinner Saturday evening. 


HEART ASSOCIATION OF MARYLAND 


Postgraduate session in Heart Disease, of 
especial interest to the practicing physician. 
9:30 A.M. 


MARYLAND DIABETES ASSOCIATION 


Speakers: Max Miller, M.D., Western Reserve 
University School of Medicine, Cleveland; and 
Rachmiel Levine, M.D., New York Medical Col- 
lege. 11:30 A.M. | 
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John Sargeant MEDICAL 


Executive Secretary 


FACULTY 
AT W/ORK 


The Executive Committee and Council met on 
the dates shown and took the following actions: 


2. Approved selection of Friday, Sep- 
tember 14, 1962, as the date for the 1962 


1. Requested the treasurer to evaluate various Semiannual Meeting. 
investment procedures and portfolios, including 
any cash accounts in such portfolios; to study the 3. Authorized. further discussion and _ legal 


present Faculty accounting procedures with ap- opinion with respect to the Pupil Medical Record 
propriate authorities with a view toward simpli- Form, approved by the Faculty’s House of Dele- 
fying and modernizing them; and to prepare a_ gates some time ago. 

complete report for presentation to the Council 


in September. 4. Referred various questions to com- 
mittees for discussion and report to the 
2. Authorized William G. Speed, III, Council, on recommendation of the Pol- 
M.D., Fee Schedule Committee chairman, icy and Planning Committee. 
to represent the Faculty at the Work- 
men’s Compensation Commission hearing 5. Approved various Bylaws amendments for 
on the proposed fee schedule, together presentation to the semiannual House of Dele- 


with legal counsel. gates meeting. 


3. Requested the Faculty’s Committee on Post- 6. Approved extension of service bene- 


graduate Education, Preventive Medicine, and fits under the Blue Steel program as 
Public Health to develop plans and procedures recommended by the Blue Shield Board 
in connection with the possible use of oral polio of Trustees. 


vaccine in the fall. 


7. Approved various revisions in the proposed 


4. Referred the question of in-hospital Workmen’s Compensation Commission Fee 
podiatry practice to various groups for Schedule, as recommended by the Fee Schedule 
opinions and recommendations. Committee. 
Council, June 20, 1961 8. Expressed appreciation to Albert E. 
| Goldstein, M.D., for his hospitality at 

1. Took various routine actions in connection the June 20 Council meeting, which was 
with authorization of physicians’ defense. held at his summer home. 
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SCIENTIFIC PAPERS 


The Treatment of Muscle Pains 


Frequently Defined as FIBROSITIS 


E. W. Ditto, 3rd, M.D. 
Robert Shestack, Ph.G.R.P., P.T.R. 


IBROSITIS IS CHARACTERIZED by pain, stiffness, 
] peers and soreness in any area of the body 
containing fibrous tissue. Other nonspecific terms 
which are commonly used with this syndrome are 
fibromyositis, myositis, and myalgia. Hench and 
his coworkers have defined fibrositis of the mus- 
culoskeletal system as “an inflammation of con- 
nective tissue” and have classified it anatomically 
in five forms: 
1. Panniculitis (fibrositis of the subcutaneous 
tissue ) 
Bursal or tenosynovial fibrositis 
Fascial and intramuscular fibrositis 
Periarticular fibrositis 
. Perineural fibrositis 
Fibrositis may manifest itself in the form of 
lumbago, pleurodynia, torticollis, or fibrositis 
headache. No one has been able to explain why 
sitting in a draft should be followed by the sudden 
onset of lumbago or a stiff neck, although we 
speak of the fibrous tissues or muscles “jelling” 
after such an exposure. Fibrositis has also been 
loosely applied to the vague, shifting type of pain 
that has little or no significance on physical ex- 
amination. 
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The results of ultrasonic therapy in the treat- 
ment of fibrositis (myalgia, myositis, or fibro- 
myositis) in a series of 93 patients are pre- 
sented. 


Physicians have varying opinions regarding the 
essential nature of this condition. Some believe 
that a large percentage of cases of fibrositis are 
non-infective, arising by abnormal strain on liga- 
ments and tendons as a result of trauma, exercise, 
fatigue, or faulty posture. 

The symptoms are more pronounced upon 
awakening or after periods of prolonged inactivity 
and are often relieved by mild exercise. Physical 
findings are usually negative, except for occa- 
sional fibrous nodules (tender or painless) of 
varying size in the affected region. These fibrous 
nodules may occur in non-painful regions. They 
do not necessarily indicate a recent attack but may 
be the result of previous attacks. 

Severe headache, occurring briefly in the occi- 
put, may result from cervical fibrositis; chest pain 
may result from intercostal fibrositis; abdominal 
pain may be attributed to involvement of rectus 
or other muscles; and pain in the low back or 
lumbago may be caused by lumbar fibrositis. 
Crepitus, which is often felt in the neck and is 
often attributed to arthritis of the cervical spine, 
is often caused by friction between muscles and 
adjacent structures. 
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Differences between Fibrositis and Rheumatoid Arthritis 


Fibrositis 


Rheumatoid arthritis 


following general 
aggravated by rest 


Pain is periarticular; usually 
worse on awakening; improved 


Definite joint pain often in- 
creased following exercises; 


exercise; improved by rest 


Joint swelling 


No synovial exudate 


Synovial exudate 


Absent or mild 


Joint tenderness 


May be severe 


Muscular atrophy Absent 


Common 


Constitutional 
manifestations 


Usually absent, no 
weight; no fever 


loss of Fever, tachycardia, loss of 


weight 


X-rays of joints No bony changes 


Definite findings 


Prognosis 


are frequent 


Good, although recurrences 


Uncertain 


Response to 
treatment 


Good; may be prompt, de- 
pending on modality used 


Slow; physical therapy must 
usually be combined with 
medication 


In elderly patients with fibrositis, muscle spasm 
may completely obscure the indurated areas. The 
diagnosis in elderly patients is based on stiffness 
in the muscles with pain stretching, muscular 
spasm, and, in some cases, the presence of nodules 
or indurated tender areas in the absence of signs 
of rheumatoid arthritis or other causative factors. 


Fibrositis in Industrial Workers 


HE WASHINGTON County Hospital is lo- 
fel in an industrial community. All types 
of problems are referred to the Physical Therapy 
Department. This affords an excellent opportu- 
nity to observe, study, and evaluate the type of 
treatments given. 

Fibrositis involving the lumbar and _ gluteal 
muscles most often affects bus drivers, miners, 
gardeners, stokers, iron workers, and workers in 
industries where lifting is necessary. Fibrositis 
involving the neck muscles is most common among 
taxi drivers, market porters, and those who must 
carry heavy weights on their shoulders. Fibrositis 
involving arm and forearm muscles is often seen 
in gardeners, locomotive firemen, and bus drivers. 
Trauma and muscular fatigue, as well as exposure 
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to cold, humidity, and heat, are common in these 
individuals. 

Occupational fibrositis of the neck region usual- 
ly begins with discomfort in the paracervical 
neck muscles. The patient may complain of mod- 
erately severe headache in the occipital region for 
several days. Pain may become localized in the 
trapezius or other muscles, so that motion of the 
head becomes restricted and painful. Pain may 
be continuous and burning, radiating throughout 
the neck. 


Treatment of Fibrositis 


HIS STUDY IN the treatment of fibrositis 

(myositis, fibromyositis, myalgia) began in 
September 1956 and concluded in August 1960. 
Before this study, the condition was treated by 
short wave diathermy, infrared radiation, deep 
friction massage, or iontophoresis, with fair re- 
sults, depending upon the duration of the patient’s 
complaint. 

In September 1956, we embarked upon a dif- 
ferent method of treatment. Any patient referred 
to us with a diagnosis of fibrositis (myositis, 
fibromyositis, myalgia) received hot packs or 
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infrared radiation (depending upon the patient’s 
preference) for 20 minutes. This was followed by 
ultrasonic therapy, .5 watts per centimeter for six 
minutes. We did not vary time or wattage. 
Hospitalized patients were treated daily; out- 
patients, three times weekly for eight to ten treat- 
ments. Even if they showed improvement after 
five or six treatments, we advised them to finish 
the series of eight to ten treatments. If there was 
no improvement at the end of the series, we 
advised them to wait about two weeks and come 
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back for another four or five treatments. If there 
still was no improvement, we discontinued treat- 
ment and resorted to other physical therapy mo- 
dalities. 

In the four-year study we treated ninety-three 
patients. Seventy-one had good results, nine had 
fair results, and thirteen patients did not respond 
to treatment. 

Washington County Hospital 
King and Antietam Streets 
Hagerstown, Maryland 
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MEMBERSHIP DIRECTORY 
of the Medical and Chirurgical Faculty 


This year the Membership Directory is being published as a separate book. It is 


available upon request. Cost to non-members of the Medical and Chirurgical Faculty 


of the State of Maryland—$2.00 per copy. 


Membership Directory 
Maryland State Medical Journal 
1211 Cathedral Street 
Baltimore 1, Maryland 
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RECENT ADVANCES IN 
EMERGENCY RESUSCITATION 


MODERATOR 


Donald W. Benson, M.D. 


EXTERNAL CARDIAC MASSAGE AND DEFIBRILLATION 
James R. Jude, M.D., and William B. Kouwenhoven, D.Eng. 


MODERN METHODS OF ARTIFICIAL RESPIRATION 


Peter Safar, M.D., and Paul R. Hackett, M.D. 


Dr. Benson: This is a subject which is, of 
course, near and dear to the heart of an anesthesi- 
ologist. Undoubtedly many of you get tired of 
hearing us harp on it all the time, but it is one 
that never loses its importance in our everyday 
practice and in our everyday living. 

By way of introduction, may I recapitulate a 
little bit? Methods of resuscitation have been 
known and discussed for centuries. Undoubted- 
ly the witch doctors, when they had conven- 
tions such as this, talked about ways to bring 
people back from the dead. 

The instinct for survival amongst ourselves 
and for other humans is one of our strongest 
traits; however, the concept of truly aggressive 
resuscitation has been advanced in medical circles 
only in the last decade or two. Scientific attempts 
to evaluate the methods of resuscitation, such as 
cardiac massage and prone pressure resuscitation, 
and the like, have, for example, only occurred 
since the end of World War II, largely through 
the efforts of Dr. Claude Beck in Cleveland, 
with whom I am sure all of you are familiar. 


Symposium presented at the Semiannual Masting of 
Medical and Chirurgical Faculty of the State of Maryland, 
September 16, 1960, Ocean City, Maryland. 
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In the past two years two members of our 
panel have been hard at work developing tech- 
niques which can be utilized for closed chest 
cardiac massage. Another member of our panel 
has earned worldwide acclaim for his efforts to 
advance the concept of respiratory resuscitation. 
I think we in Maryland can justly be proud of 
Dr. Safar, and I think we will in time justly be 
proud of Drs. Kouwenhoven and Jude for their 
efforts in bringing to people the idea of respira- 
tory and cardiac resuscitation, not just as we may 
practice it in the operating room, but everywhere. 

Our purpose today is to bring to you, then, 
this new idea—it has already been published, so 
it is not really new—this idea of closed chest 
massage, to repeat and reemphasize it, and if Dr. 
Safar has something new on the accepted meth- 
ods of respiratory resuscitation, to bring it out, 
and to bring these two techniques together. They 
cannot be considered any longer as separate 
units, but as parts of a whole and complete ap- 
proach to resuscitation. 

The names of the members of the panel are 
on your program. Beginning at your right, the 
farthest one over is Dr. Paul Hackett, who 
has just advanced to professor of anesthesiology 
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Cross section of chest through lower sternum 


at the University of Maryland. Next is Dr. Peter 
Safar, chief of anesthesiology at the Baltimore 
City Hospitals; also on the staffs of both of our 
teaching hospitals. Next is Dr. William Kou- 
wenhoven, professor emeritus of electrical engi- 
neering at the Johns Hopkins University, who 
has been working in cardiac resuscitation in one 
way or another since about two days before I 
was born. And Dr. James Jude, at the present 
time instructor and resident in surgery at the 
Johns Hopkins Hospital. 

Doctor Jude will speak to us first. He has 
been working on this idea during his residency, 
principally as an assistant resident in the last 
year or so, and has probably been on call more 
for this procedure than any other man I know. 
Anybody who has an arrest anywhere within the 
confines of two or three blocks of the Johns 
Hopkins Hospital receives the services of Dr. 
Jude. He is going to talk to us and tell us about 
closed chest massage. 

Dr. JupE: The need for immediate cardiac re- 
suscitation in cases of cardiac arrest, such as 
ventricular fibrillation, is known to everyone. 
The method by which this is done, up until re- 
cent years, has been that of giving immediate arti- 
ficial respiration and opening the chest as soon 
as possible to massage the heart directly. 
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The need for immediate action is demonstrated 
by this slide, showing the anatomy of a sagittal 
section of the brain. This is the important point 
in the whole body, the area that needs to be 
perfused with oxygenated blood immediately. 
Exactly how long the human brain can go with- 
out oxygen is not known. Experimental studies 
in dogs have shown that it can go for up to 
nine minutes. The human brain, being of a 
higher order, on a higher echelon of development, 
needs oxygen in a much shorter period of time; 
it has been stated to be three to five minutes. 
Some of the experimental work of Dr. Spencer, 
Dr. Benson, and others has shown that with 
good treatment after the heart and the respira- 
tory system have been restarted, this has been 
extended to five or six minutes with survival. 
The immediate thing to do, however, is to give 
artificial respiration of some type and get the 
blood circulating again. You have to have air 
moving and the blood being oxygenated, and you 
have to get the oxygenated blood to the brain. 

A method of resuscitation has been developed 
which, after prolonged experimentation in the 
laboratory and early clinical investigation in post- 
operative cardiac patients where good control 
could be exercised, has been put into use through- 
out the Johns Hopkins Hospital and now has 
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Figure 1 i 


been reported to have been used at other hos- 
pitals, such as the Cleveland Clinic, Massachu- 
setts General Hospital, National Institutes of 
Health, and others throughout the country. It 
is a method of external cardiac resuscitation. 

The logic behind this method is that the heart 
is located between the sternum and the vertebral 
column. It is restricted from lateral movement by 
the pericardium and the mediastinal structures. 
The human animal is unique in this respect, as 
opposed to the lower animals such as the dog, in 
which the mediastinum is flexible, because the 
heart is restricted from lateral movement. If it 
were possible to force in the sternum, you would 
of necessity have to compress the myocardium. 
This is possible to do in an anesthetized patient 
or a person recently deceased, such as one in 
cardiac arrest. 

You can see how with pressure exerted on the 
lower sternum, if the thoracic cage can be moved 
inward, the heart would be compressed against 
the vertebral column. The positions in which to 
exert such pressure are shown in the next two 
slides. The anatomical landmarks—the super- 
sternal notch, the xiphoid, and the costal margins 
—can be felt through the clothing if necessary. 


Figure 2 
Position of the victim and resuscitator 


Just above the xiphoid the hand should be 
placed, the heel of the hand only, on the lower 
end of the sternum. Although the hands appear 
to cover a large part of the chest, the pressure 
is exerted only at one point; namely, the lower end 
of the sternum. It is not exerted to the right or to 
the left. Even though the heart protrudes slightly 
to the left, the pressure has to be on the center; 
otherwise you would have to compress ribs, which 
are non-compressible. By pressure exerted on the 
sternum, the thoracic cage gives at the costochon- 
dral junction and the cartilages themselves be- 
come somewhat mobile. Rib fracture, therefore, 
becomes infrequent. 

It is important to have the patient on a firm 
surface, such as the floor, bedboards if a patient is 
in bed, operating table, or stretcher. 

This slide shows the position of a patient on 
the floor. It shows a little better how pressure is 
exerted only with the heel of the hand exactly on 
the center of the chest at the lower end of the 
sternum. Both of these patients have shown air- 
ways in place in the mouth, emphasizing that 
artificial respiration should be given by mouth- 
to-mouth breathing or by intubation and bag 
breathing as soon as possible. Several breaths of 
mouth-to-mouth breathing should be given be- 
fore the external massage is started. 


When the chest is compressed on the lower 
end of the sternum, the sternum is pushed in- 
ward several centimeters. You can push it in as 
far as you want, almost to touch the backbone, 
even in old-people. The oldest person we have 
resuscitated was eighty-two. You can see how it 
will go inward and compress the heart against the 
spinal column. By this pressure the heart will 
be compressed, and by the valvular action of the 
heart the blood will be forced outward. With re- 
laxation, the elasticity of the thoracic cage will 
bring it outward. The heart will then expand by 
negative intrathoracic pressure and venous pres- 
sure and will fill again. When this is repeated, 
blood will be forced outward into both the pul- 
monary system and the systemic circulation. 

I would like to show you a brief film showing 
the exact application on two anesthetized in- 
dividuals having undergone minor surgery. 
(Film shown during which Dr. Jude commented ) 

The pressure is applied here (indicating )— 
this is a five-year-old child—the pressure is not 
as great as would have been applied had he been 
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in cardiac arrest, for we did not want to take any 

chances whatsoever in a normal individual. You 
see the location and you can see how the pres- 
sure is applied with the heel of the hand only. 
This should be applied at a rate of sixty to eighty 
times a minute. Femoral pulses are palpable with 
this method; carotid pulses are palpable. A blood 
pressure cuff can be put on the arm, and a blood 
pressure in the range of 100-125 millimeters of 
mercury will be audible. Pressure measurements 
have been made by indwelling femoral arterial 
catheters. In one child, a pressure as high as 250 
millimeters of mercury has been obtained. Usual- 
ly it is in the range of 90 to 125 millimeters of 
mercury. The outline of the heart is shown and 
the anatomy which is readily palpable. 

The next sequence will be of a patient, female, 
fifty-one years of age. Again the anatomical areas 
are outlined. You can see how on this lady the 
chest cage is readily forced inward. Again the 
pressure isn’t as great as would be applied were 
the patient in cardiac arrest. You can see several 
centimeters of movement of the sternum inward 
toward the vertebral column. This patient is on 
the operating table. It is extremely important that 
the individual be on a firm surface. Intracardiac 
‘drugs should be given to anyone suspected of 
being in cardiac arrest who is being resuscitated. 
The pressure should be exactly in the center. I 
emphasize this repeatedly because reports have 
been received of patients who have been resusci- 
‘tated with the entire chest forced inward, and rib 
fractures will then occur. Even so, resuscitation 
thas eccurred and these people have survived; 
certainly a few fractured ribs is not bad if one 
-can live. 

I will leave out the last part of the film be- 
cause this slide (fig. 3) will show you somewhat 
better an application of the method. This patient 
is a fifty-year-old male who had coronary artery 
-disease and was undergoing coronary arteriog- 
raphy at the Cleveland Clinic. Dr. Michael Criley, 
of Hopkins, was visiting out there. The last day 
of his visit during the catheterization of this pa- 
tient, with the catheter about two and a half 
centimeters above the aortic valve, the patient 
suddenly went into ventricular fibrillation. They 
-were able to measure the blood pressure and 
‘take an electrocardiogram. Dr. Criley had al- 
ready spoken to them and demonstrated the 
method of closed chest.massage; here was a chance 
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Figure 3 


Comparison of internal and external cardiac massage with 
blood pressure. Courtesy of Mason Soanes, M.D., Cleveland 
Clinic, Cleveland, Ohio. 


for him to apply it. He massaged this patient, and 
this slide shows the effect. This patient had de- 
veloped blood pressure in the range of 130/80. 
The EKG showed ventricular fibrillation. Unfor- 
tunately, there are not many hospitals in this 
country today who have external defibrillators. 
They tried for twenty-five minutes to defibril- 
late this patient externally, using an internal de- 
fibrillator, turning the voltage as high as possible, 
and succeeded only in burning the skin. 

At this point they called in a cardiac surgeon 
who opened the patient’s chest. They then: ap- 
plied internal defibrillation. Before he applied 
internal defibrillation, he massaged the patient’s 
heart. This shows blood pressure of 70 milli- 
meters mercury that he developed with internal 
massage, which is not a good pressure for in- 
ternal massage. You should be able to obtain 90 
to 100 millimeters anyway. But this is by a cardi- 
ac surgeon, in any case, during ventricular fibril- 
lation. They went on and defibrillated this pa- 
tient, who lived four days and was all right in 
that period, but apparently through some difficulty 
with his myocardium and his coronary disease, 
he did succumb. It would have been much better, 
obviously, had they been able to defibrillate ex- 
ternally. 
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This is a pressure tracing on a patient at our 
institution who was terminal, having undergone 
an extrapleural pneumonectomy and had gone 
into cardiovascular failure and cardiac arrest. 
After the patient was in cardiac arrest she was 
temporarily resuscitated with a continuous ex- 
ternal cardiac massage developing pressures re- 
corded by femoral catheter of 150/25. Later on 
you see her own blood pressure, which remained 
low as the heart came back. You can see a compari- 
son between the external massage pressure of 
160/25 and her own pressure of 40/20. This 
patient did not survive, but you see the kind of 
pressure that can be developed externally. 

I would like to show you just one or two ex- 
amples of the application of this method. This 
man is sixty-seven years old. He was brought 
into the emergency room of the hospital in ven- 
tricular fibrillation. This tracing shows the man’s 
electrocardiogram one year before resuscitation, 
which is quite normal except for slight abnormal- 
ties, nothing very gross. 

This is his tracing five weeks before he was 
resuscitated, showing a posterior myocardial in- 
farction. He was admitted about eight weeks be- 
fore resuscitation with this myocardial infarction, 
treated, and was sent home apparently quite well. 

He was eating dinner at home one evening 
when he suddenly slumped over, fell to the floor, 
and started gasping for breath. The fire depart- 
ment was called immediately and reached the 
house, as far as we can determine within five 
minutes. They found the patient pulseless, with- 
out respiration, blue, and apparently dead. They 
had been trained in this method of external car- 


diac resuscitation in the laboratory of Dr. Kou- 


wenhoven and immediately began to apply ex- 
ternal cardiac massage and mouth to mouth res- 
piration and gave oxygen. The patient started to 
breathe. They continued the external cardiac mas- 
sage, put the patient in the ambulance, and at- 
tached a pulmotor type of artificial respiration to 
his face. One of the men in the ambulance drove 
while the other one gave external massage. They 
drove as fast as they could to Hopkins and im- 
mediately brought the patient into the emergency 
room. The patient was breathing spontaneous- 
ly as long as they massaged. He was in ventricu- 
lar fibrillation, as shown by this tracing. This 
was now approximately twenty minutes from 
the time the firemen had put the patient in the 


402 


ambulance. At twenty-three minutes the external 
defibrillator was applied to the patient’s chest, 
and he went into an erratic type of ventricular 
complex. 

However, this picked up, the patient was felt 
to have better beats, and went into ventricular 
tachycardia. He was given intravenous quinidine. 
A cutdown had been done and a catheter put into 
a vein. This is his electrocardiogram one hour 
after defibrillation, which shows again the posterior 
myocardial infarction of indefinite duration. 

The patient was admitted. He had some diffi- 
culty with cerebral function for twenty-four 
hours, showing effects of a generalized cerebral 
anoxia. He was treated intensively with hypo- 
thermia, anti-convulsants, and other drugs. He 
never did convulse. An EKG twelve days later 
showed posterior myocardial infarction resolving. 
Another EKG six weeks later showed the same. The 
patient walked out of the hospital and is alive 
now, three months later. 

This procedure has been applied in numerous 
patients in cardiac arrest and has been applied 
to twelve patients with myocardial infarction and 
ventricular fibrillation. 


Dr. Benson: Our next speaker is Dr. William 
Kouwenhoven. I would like to ask him to tell 
us just what is ventricular fibrillation and how 
does one go about defibrillating electrically and 
especially, what concerns us all, what about this 
business of external defibrillation and how rich 
do you have to be to own one? 


Dr. KouWENHOVEN: Ventricular fibrillation 
may occur from a number of causes, one of 
which is the passage of a small electric current 
through the heart. 

When the heart goes into ventricular fibrilla- 
tion, it may be compared to what happens in an 
eight-oared racing shell should one of the crew 
catch a crab with his oar. As long as all of the 
crew are pulling in unison each time the cox- 
swain calls “PULL,” the boat moves ahead. If 
one of the oarsmen falls out of rhythm, there is 
chaos, and the boat goes off on a tangent. In ven- 
tricular fibrillation of the heart, the coordinated 
action of the fibers of the myocardium is lost and 
each bundle of fibers contracts independently. The 
circulation ceases. In the boat, if forward prog- 
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ress is to be resumed, the oarsmen must all stop 
for an instant and then resume pulling in unison. 
To arrest ventricular fibrillation, all of the fibers 
must be depolarized and brought to rest if they 
are going to resume normal coordinated action. 

The most effective and reliable method of ar- 
resting ventricular fibrillation is to send an alter- 
nating electric current of 1.5 to 2 amperes through 
the heart for a few tenths of a second. 

A small current of a tenth of an ampere, flow- 
ing from hand to foot, will often cause ventricu- 
lar fibrillation. The current may increase to four 
amperes and still result in fibrillation. Slight- 
ly higher currents may or may not cause fibrilla- 
tion. Current of eight or more amperes holds the 
heart contracted in systole. Low voltage shocks 
are, therefore, generally fatal. This is clearly 
shown by a study of electric shocks occurring on 
utility lines. 

The employees of electric utility companies are 
well trained in the methods of artificial respira- 
tion. Using these methods to resuscitate men 
who have been rendered unconscious and not 
breathing as a result of an electric shock, they 
save only about one out of ten in low voltage 
shock cases. Almost one-half of the men receiv- 
ing high voltage shocks are resuscitated by the 
application of artificial respiration alone. 

A short film will now be presented showing 
the dog’s heart in fibrillation and its defibrillation 
by the application of electric shocks, between 
electrodes placed directly on the myocardium. 
You will note that the electrodes are padded with 
gauze, which is soaked in saline to insure good 
contact and prevent burning of the myocardium. 

In 1928, Dr. D. R. Hooker, Dr. O. R. Lang- 
worthy, and I started a study of the effects of 
electricity on the human body. Dr. W. H. Howell, 
Director of the School of Hygiene, The Johns 
Hopkins University, gave us copies of a paper 
published in 1899 by Provost and Battelli, stating 
that they had been able to arrest fibrillation in 
the dog’s heart by an electric shock. Dr. Howell’s 
question was: “Is this statement true?” We found 
that the statement was true. 

We carried out experiments with both closed 
and open chest defibrillations. In 1933 we pub- 
lished the results of twenty-two defibrillation ex- 
periments on dogs’ hearts with electrodes on the 
surface of the chest. The hearts of these dogs 
were allowed to remain in fibrillation for periods 
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varying from less than one minute to fifteen 
minutes. The hearts of nineteen dogs were de- 
fibrillated, but only five animals survived. 

Our experiments with the exposed heart were 
more successful because we could directly mas- 
sage the heart. We concentrated on the open chest 
method because of the possibility of providing 
sufficient circulation, by massage, to maintain 
the tone of the heart and keep the brain alive 
until an open chest defibrillator could be brought 
to the scene of the emergency. 

The equipment for open chest defibrillation, 
which is generally available today, was developed. 
Dr. Claude Beck was the first to report the suc- 
cessful application of the technique to a human 
being. 

In 1951, at the request of the electric power 
industry, we began a further study of the possi- 
bility of closed chest defibrillation. After ex- 
haustive tests, the first closed chest defibrillator 
was placed in service at The Johns Hopkins Hos- 
pital in March of 1957. Two weeks later its coun- 
ter shock successfully arrested the ventricular 
fibrillating heart of a patient with Stokes-Adams 
syndrome. Its defibrillating current was applied 
seventy-two seconds after the onset of fibrillation, 
and the heart resumed autogenous beats. 

Closed chest defibrillators are manufactured by 
the Electrodyne Company of Massachusetts, the 
Corbin-Farnsworth Company of California, and 
by Mr. Joseph B. Skrivan of Maryland. The cost 
ranges from about seven hundred to nine hundred 
dollars. There are seven closed chest defibrillators 
in use at The Johns Hopkins Hospital. 

The Hopkins closed chest defibrillator sends 
through the chest, between an electrode placed 
at the suprasternal notch and an electrode about 
three centimeters below the left nipple, a 60- 
cycle a.c. current of 5 amperes for one-quarter 
ot a second at a potential of 440 volts. The part 
of this 5-ampere current that passes through the 
heart is about 14 to 2 amperes. It flows through 
the heart longitudinally and depolarizes the myo- 
cardium. 

The Hopkins defibrillator is mounted on a mov- 
able table 16 x 22 inches in area and 30 inches 
high. On the top of the table is the circuit break- 
er, a pilot lamp to indicate when the power is 
on, and the selector switch which may be thrown 
to 220 volts for small children and 440 volts for 
adults. 
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The defibrillator consists of a step-up trans- 
former raising the 120-volt house circuit to 480 
volts open circuit. The equipment is designed to 
have a low resistance so as to minimize the volt- 
age drop. Nevertheless we find, at Hopkins, that 
a voltage drop of 40 volts is common due to the 
resistance in the lines. The duration of the shock 
is controlled by an industrial clock type timer, 
which we adopted after having had a number of 
failures with electronic circuit timers. 


The electrodes are of copper, about 3 inches in 
diameter, and are cemented to one-quarter inch 
thick plastic discs, which are fastened to one inch 
concentric plastic handles. A plastic guard disc 
of the same diameter as the copper electrodes is 
mounted on the plastic handle about one inch 
above the electrodes so as to prevent the surgeon’s 
hand from making contact with the patient. The 
electrodes are greased with cardio jelly, which 
should be worked into the patient’s chest before 
applying the shock. 

The surgeon grasps the electrodes in his hands 
and presses vertically downward on the chest, 
with about 8 to 10 pounds pressure, when ad- 
ministering the shock. This will insure good con- 
tact. The foot switch is placed convenient to the 
surgeon; when he is ready to give the defibrillat- 
ing shock, he steps on the foot switch and, thus, 
has entire control of the operation. Initially the 
application of the shock was controlled by a push 
button mounted on the defibrillator table; how- 
ever, when one of the doctor’s received the shock 
from hand to hand, due to a misunderstood sig- 
nal, we substituted the foot switch. 


We will now view a film of a simulated opera- 
tion in which a closed chest defibrillator is used. 
The patient was a fourth year medical student. 

In this picture an electroscope is used to mon- 
itor the heart action. It is watched by the anes- 
thesist, who calls the attention of the surgeon to 
the fact that the patient’s heart is in ventricular 
fibrillation. The defibrillator is rolled in, connected 
to the circuit, the electrodes are greased and 
placed on the chest, the cardiograph jelly worked 
in, firm pressure applied to the patient’s chest, 
and the foot switch stepped on. The heart is de- 
fibrillated, and the scope shows the return of the 
normal heart action. After the episode, the op- 
eration is continued. 

We found one obstacle; namely, that you have 
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to get there within two minutes of the onset of 
fibrillation if the heart is going to spontaneously 
resume normal sinus rhythm. Because of this time 
limitation, which means that the defibrillator had 
to be at the bedside if it was to be of much value, 
we began to investigate the possibility of produc- 
ing circulation without resorting to thoracotomy. 
This work has led to the development of closed 
chest cardiac massage, which makes it possible to 
keep the patient alive until a defibrillator can be 
made available. 


Dr. Benson: While the film is being changed. 
I would like to point out that in this generalizec 
concept now of full resuscitation, both respira- 
tory-wise and cardiac-wise, it is sometimes prob- 
lematical when you face a patient yourself sud- 
denly as to what to do first. Early we thought that 
simple pressing on the chest, as we do with ex- 
ternal massage, would obviate, at least to some 
degree, the need for artificial respiration. Grad- 
ually it has become apparent that this is not neces- 
sarily true and must not be counted on. Most of 
us feel that the lungs ought to be filled with as 
fresh a breath of air as possible. Dr. Safar is go- 
ing to discuss with us today the application of 
mouth-to-mouth resuscitation and to bring to our 
minds again, as we have heard many times over, 
I am sure, the exact technique of providing good 
artificial respiration. 


I wonder if there are any questions that you 
would like to ask at this time while we are 
changing the film. 


Q. Is this amperage that is run through 
by the defibrillator an alternating current or 
direct? 


Dr. KouwENHOVEN: That is an alternating 
current. It is more effective than direct current 
or capacitor discharges. We tried all types of 
current that are known to engineers, and we 
found alternating current to be the most effec- 
tive and to take the least amount of energy to 
bring about the result wanted. 


Q. How many times have you been able 
to restore the heart without using a defibril- 
lator? 
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Dr. JupE: You seldom have to use the external 
defibrillator, and never have to use it unless the 
patient is in fibrillation. Any time the patient has 
cardiac arrest, if he doesn’t immediately come 
back, you obtain an electrocardiogram. When you 
think a patient is in cardiac arrest, you do sev- 
eral things: give him mouth-to-mouth artificial 
respiration, start external cardiac massage, send 
for cardiac drugs, or have your nurse obtain 
them. If away from the hospital, call an ambu- 
lance; have somebody else telephone ahead to 
ready the accident room for you when you come 
‘n; you can give the intra-cardiac drugs when 
vou get there. If you are in the hospital, send 
immediately for an electrocardiogram, attach it, 
and find out whether the patient is in ventricular 
fibrillation. You may not need to defibrillate. Also 
send for the anesthesiologist to intubate the pa- 
tient. We have only needed external defibrillation a 
few times, but in cases of infarction universally. 
Otherwise apply external massage; the heart has 
not had a chance to become hypoxic and so 
usually doesn’t fibrillate. 


Q. Apparently the disadvantage of pressing 
directly on the great vessels and occluding 
them is not a disadvantage; is that correct, 
on the external side? 


Dr. Juve: If you occlude any of the great ves- 
sels, it would be the descending aorta, and this 
would be fine. This is quite commonly done with 
internal cardiac massage, where the aorta is cross- 
clamped so that more blood will go to the brain, 
which is the important place to perfuse immedi- 
ately. 


Q. Do you try a sharp blow to the chest 
first or go directly to massage? 


Dr. Juve: The effect of a sharp blow to the 
chest has a stimulatory effect, the same as stick- 
ing a needle into the myocardium. What the myo- 
cardium really needs is the flow of oxygenated 
blood through the coronaries; so squeezing the 
heart would have the same effect. That is stimula- 
tion plus perfusion of the coronaries. 


Dr. KOUWENHOVEN: We tried the blows, a 
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series of them, and had a considerable number 
of broken ribs and punctured lungs in the animals 
as a result of this technique. Once in a while it 
may start a heart, but it cannot be depended upon. 


Dr. Juve: It is effective in something such as 
Stokes-Adams disease, where you have a heart 
block. 


Dr. Benson: I would like to interrupt now, 
and we will bring Dr. Safar on with his discus- 
sion. 


Dr. Sarar: I am about to introduce this proj- 
ect of respiratory resuscitation, or resuscitation 
in general, by introducing the key to successful 
resuscitation. This is not squeezing the chest and 
not blowing, but rather providing a patent air 
passage. This is a roentgenogram of a conscious 
person with the head in the mid-position (fig. 4). 
In other words, the person is placed flat on his 
back, and the head resumes its natural position, 
looking straight upward. As you can see, the hy- 
popharynx is slightly open from here to here. 
This is the critical area where airway obstruction 
usually occurs in the unconscious patient. Now, 
we will not change the position of the head of 
this person but we will render him unconscious. 


This is what happens (fig. 5): this air space 
disappears; the soft tissues between larynx and 
chin fall backward and obstruct the hypopharynx. 
When I say “fall backward” I actually use the 
wrong term. When you turn this patient prone, 
the same obstruction occurs. In other words, 
gravity does not influence this obstruction. It is 
the distance between larynx and chin which de- 
termines whether or not the base of the tongue 
is pushed backwards against the posterior 
pharyngeal wall. This soft tissue obstruction with 
flexion of the neck occurs in almost all comatose 
patients; therefore, never put a pillow under the 
head of a person who is comatose. Rather tilt 
his head back as far as possible. This can be fa- 
cilitated by elevating the shoulders. 


Here (fig. 6), with the head tilted backward, 
the air passage is patent and actually wider than 
under the control conditions. Please remember, 
this is the key to successful resuscitation. 

In about 10 per cent of unconscious patients 
maximal head tilt alone is not sufficient; you have 
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Hypopharynx of conscious supine adult with the head in the ad 
position. Note hypopharyngeal diameter (A). 


Figure 5 


Same patient and head-position as in fig. 4., anesthetized and 


curarized. Note complete obstruction of the hypopharynx by the 
sagging tongue. 


Figure 6 


Same patient as in fig. 4. Anesthetized and curarized. Head tilted 
backward maximally. Note wide open hypopharynx. 


the vein. This is his electrocardiogram one hour 

to add something else; for instance, forward dis- 
placement of the mandible or insertion of an arti- 
ficial airway. In about 90 per cent of the patients. 
however, the tilt alone is sufficient. Backward til: 
of the head, therefore, is the single most import- 
ant maneuver in resuscitation. 

Now, to go back to something which is old, just 
to recapitulate. Pressing on the thorax and pulling 
on the arms is an unreliable method for moving 
air in to the patient’s lungs. In not more than 25 
per cent of the patients studied did we find suffici- 
ent amounts of air moved into the lungs. Why: 
Here you see a spirogram of a patient who i: 
anesthetized and paralyzed to resemble a limp 
asphyxiated patient. The chest is being com- 
pressed and the arms are being lifted. The heac 
is in the natural position, unsupported. You see 
complete obstruction. 

Here is a different type of obstruction. Squeez- 
ing of the chest moves air out, but no air into the 
lungs, indicating a valve-like obstruction. 

This is a third type of obstruction. Some air 
is moved in and out of the lungs at first, but 
eventually a progressive type of obstruction de- 
velops. 

Airway obstruction due to flexion of the neck 
is the most important cause of failure of methods 
which rely upon the compression or expansion 
of the thorax. The second reason is that the 
pressure gradient produced by the chest-pressure 
methods is insufficient to move air into persons 
with non-compliant lungs, heavy chests, or par- 
tially obstructed airways. The third reason is that 
squeezing of the thorax may cause occlusion of 
bronchioles. 

Intermittent positive pressure artificial respir- 
ation, on the other hand, is the only reliable ap- 
proach for re-oxygenating an asphyxiated per- 
son. The operator can hold the head tilted back- 
ward, while he is inflating the lungs. If there is 
no equipment available, blow into the mouth or 
nose. This intermittent positive pressure artificial 
respiration with exhaled air. With atmospheric 
air you can do it by using a bellows or a special 
self-inflating foam rubber bag. With oxygen you 
can use a bag-mask-oxygen unit or a mechanical 
resuscitator. The latter often fails unless you have 
selected the right machine and are familiar with 
its use. 

I would like you to appreciate how rapidly the 
oxygenation of an apneic patient drops and how 


MarYLAND STATE JOURNAL 


id- 
: 


rapidly you can reoxygenate him by deep inflations 
of the lungs. 
(A sound movie was then shown) 

Now, how about the use of exhaled air versus 
oxygen? Whenever a person is found to be ap- 
parently dead, speed is more important than the 
concentration of oxygen. Exhaled air should al- 
ways be used at the start of resuscitation instead 
of time taken to look for oxygen equipment. For 
long-term artificial respiration, however, particu- 
larly in patients with diseased lungs, oxygen is re- 
quired for complete reoxygenation. This was 
shown also by my associate, Dr. Redding, who is 
doing work on drowning. For instance, subjects 
who aspirated sea-water developed sick lungs. 
One cannot reoxygenate such a subject complete- 
ly with exhaled air; he needs ventilation with oxy- 
gen. 

You will probably ask why we anesthetists are 
constantly talking about the simple techniques, 
yet in the operating room we are using tracheal 
intubation. I know of patients who died from 
asphyxia during unsuccessful attempts at tracheal 
intubation. An asphyxiated person, for instance, 
in the accident room should not be intubated im- 
mediately. In most instances a skilled operator can 
inflate the lungs more rapidly without the use of 
a tracheal tube. Therefore, first, ventilation with 
mouth-to-mouth or bag-mask should be attempted. 
Only if this fails to inflate the lungs should 
tracheal intubation or tracheotomy be performed. 
Failure to inflate the lungs can easily be recog- 
nized by observation of chest movements. 

In resuscitation of newborn infants we feel 
that tracheal tubes should be used freely, because 
gastric distension is more of a problem in the 
young baby, whose lungs are not yet inflated. The 
uninflated lungs of the newborn babies are stiff. 
High inflation pressures are required, which may 
lead to inflation of the stomach rather than the 
lungs. If in the new infant a brief attempt at in- 
flating the lungs without a tracheal tube fails, a 
tracheal tube should be inserted promptly and 
mouth-to-tracheal tube “puffing” should be per- 
formed. 

Tracheal intubation obviously requires practical 
experience. 

Now, let us consider the main topic of our ses- 
sion, closed chest cardiac massage. The first ques- 
tion is, should you squeeze the thorax or inflate the 
lungs when you are alone and you find an apneic, 
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pulseless patient? You certainly should blow first, 
since circulation without oxygenation is senseless; 
and ofteri ventilation alone restores. heart action 
in patients with a failing circulation. If you alone 
can squeeze the chest in addition, add closed chest 
cardiac massage to ventilation. This, however, is 
difficult to do. 

In the past, several studies have shown that 
chest pressure often moves only minimal and in- 
adequate amounts of air into the patient’s lungs, 
even with a patent airway. Recently we have 
studied thirty healthy curarized adults on whom 
we have performed closed chest cardiac massage 
by the method of Dr. Kouwenhoven at the rate 
of about 60 per minute. We measured ventilation. 
Lying supine without an artificial airway and with 
the head unsupported in the natural position, all 
subjects showed zero air exchange due to airway 
obstruction. 

Here you see that with a rolled blanket under 
the shoulder, in order to maintain the head tilted 
backward, the average tidal volume was 53 cubic 
centimeters. Half of the subjects had zero ex- 
change. The other half showed tidal volumes up 
to 200 cubic centimeters. When we inserted a 
tracheal tube, we measured tidal volumes rang- 
ing from zero to 390 cubic centimeters (average 
157 cubic centimeters). 

Now let us go to our limited clinical experi- 
ence. We do not have much experience with card- 
iac arrest. Here you see that in ten non-salvage- 
able patients we tried to learn about this technique, 
because I think that Dr. Kouwenhoven’s discov- 
ery is an extremely important contribution to re- 
suscitation. We wanted to convince ourselves 
about the efficacy of this method. Ten non-sal- 
vageable patients and eleven salvageable patients 
were treated with closed chest cardiac massage; 
in essence they all eventually died. Spontaneous 
heart beats were restored in only five of the sal- 
vageable patients. In the two who survived, the 
cessation of circulation was not proven. Here I 
just want to mention that you have to be careful 
in evaluating such results. Just because the patient 
has no pulse does not mean that his heart has 
stopped. A few lung inflations may have been 
sufficient to restore his circulation. 

We are mainly interested in ventilation. Nine 
dying patients with a tracheal tube in place were 
treated with closed chest cardiac massage after 
cessation of circulation was proven. In two of 
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Above—tTechnique of artificial respiration plus closed chest 
cardiac massage: (Left) Operator 1 inflates the lungs (in this 
picture with bag-mask. oxygen); operator 2 pauses. (Right) 
Operator 1 pauses, while operator 2 performs 4 sternal com- 
pressions at 1 second intervals, following each lung inflation. 
This cycle is repeated as long as resuscitation is required. 
Operator 3 monitors the femoral pulse. 


Right—Same procedure as slide. Ventilation by mouth-to- 
mouth rather than bag-mask. 


the ten patients 10 and 40 cubic centimeters tidal 
volumes were moved, zero tidal exchange in the 
others. This was with a tracheal tube, which is 
rarely available in the field. This failure of air 
exchange in ten patients is explained as follows: 
air is squeezed out of the lungs, and collapse of 
the bronchioles occurs, while the recoil of the 
chest wall is not sufficient to reopen the lungs. 

In these few patients we tried to get informa- 
tion on circulation. Here you see a pressure trac- 
ing which confirms what Dr. Kouwenhoven said. 
You can produce arterial pressures of a fair 
magnitude in a person whose circulation had 
actually stopped. Here you see four patients in 
whom we monitored the arterial pressure with an 
intra-arterial tracing: 15/0, 40/0, 50/0 and 100/0. 

Why this tremendous range of blood pressure? 
It depends on the state of the peripheral circula- 
tion. When a person is asphyxiated for a while, 
the peripheral circulation is stagnant and there is 
no peripheral resistance. 

Here you have a comparison of closed chest 
cardiac massage with open chest cardiac massage 
in nine patients. In these patients the pulse was 
felt during closed chest cardiac massage; it was 
also felt after the chest was opened and open 
chest cardiac massage started. In this patient, for 
instance, the pulse was felt with both techniques. 
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Here a pulse was palpated with the open tech- 
nique but not with the closed technique. 

You see that there are a few patients in whom 
no pulse could be felt with the closed technique, 
while the pulse could be felt with the open tech- 
nique. What does this mean? The closed tech- 
nique certainly is not a cure-all. The heart may be 


empty, and when you squeeze the chest no blood 


returns and you cannot feel the pulse. With the 
open technique you may assess the filling of the 
heart and raise the legs or perform some other 
maneuver to improve venous return. 

Which technique is mechanically more effec- 
tive? I do not know. Surgeons will obviously say 
that the open technique is better. I agree with 
Dr. Kouwenhoven that opening the chest 
outside the hospital is not something one should 
recommend. It is a ghastly experience, even in 
the ward. We know of two patients whose chests 
were opened and the heart was found to be beat- 
ing feebly. In one patient the surgeon cut into 
the heart by mistake. The other patient died later 
from empyema. Opening of the chest should not 
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be taken’ too lightly; therefore the closed chest 
cardiac massage technique is a great advantage. 

In the hospital, on the other hand, we feel that 
one should act this way: ventilation first, closed 
chest cardiac massage next. If you cannot feel 
the pulse after a few seconds of closed chest 
cardiac massage, open the chest. Outside the hos- 
pital, obviously, intermittent positive pressure 
artificial respiration should be started; if there 
is no pulse in the large arteries after a few infla- 
tions, closed chest cardiac massage should be 
added. For practical purposes, this involves train- 
ing ambulance personnel how to feel the pulse in 
the carotid or femoral artery. 

At present, the technique used at City Hos- 
pitals, of combining ventilation and circulation 
consists of the following: Each lung inflation is 
followed by four chest compressions at about one 
second intervals. Two operators are required. Only 
a highly skilled operator can start both maneu- 
vers alone. 


Dr. Benson: I would like to have Dr. Hackett 
summarize some of these things, and I would like 
to point out a little something about all of this 
business. All of us ought to have some sort of 
routine that we have thought about over and over 
again or practiced over and over again that we 
automatically do when a situation arises where 
we don’t even have time to think. This, for in- 
stance, is the idea behind training for General 
Quarters as is done in the Navy and the Army, 
and so forth, and firing off the Nike missile; this 
going over in your mind, or having practiced it, 
is important. 

I would now like to ask Dr. Hackett to sum- 
marize some of these thoughts, get them together 
for us, and to give us his own feelings on the 
matter. 


Dr. Hackett: To summarize is a difficult prob- 
lem, because this field of resuscitation of the dead 
human being is in a state of flux at this time; 
there is now obvious disagreement about the best 
method of resuscitating the stopped heart. 

What happens when you see a patient who has 
just died? What do you do? I think this is what 
we should carry away from this meeting. Time is 
the first thing that you think of. How long has 
the patient been dead? There is fairly general 
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agreement that if a patient has been dead for ten 
minutes, it is useless to attempt resuscitation. We 
all know of people who have vegetated for 
months, hanging on to what appears to be life 
without any brain. This is a sad state of affairs. 
It is hard on the physician; it is hard on the fam- 
ily; and it is sometimes a waste of money and 
effort. Therefore, the first thing which would 
run through my mind would be, how long has 
the patient been dead? If it is equivocal, then cer- 
tainly the resuscitation efforts should be made. 
The first resuscitative effort that I, as a working 
anesthesiologist, would think of is the opening up 
of the airway. Many people who appear to be dy- 
ing or to be dead are still making respiratory 
efforts; so my first concern would be to open up 
the patient’s airway. 

The second is to see if ventilation, if it is oc- 
curring, is adequate or if it needs to be helped. 
As Dr. Safar said, we have many gadgets, and 
if we have no gadgets available we have a pair of 
lungs, a mouth, and some fingers. 

The third thing, then, is to determine whether 
there is or is not cardiac activity. As Dr. Safar 
pointed out, many people who are apparently 
dead may still have a heart beat. This may be 
difficult for us to determine with nothing but our 
fingers and our ears, but an attempt should be 
made to see if the heart is beating. I think there 
has been more than one occasion—you probably 
know of some yourself—in which disastrous re- 
sults have occurred because somebody immediately 
assumed that because the patient was blue his 
heart had stopped. This is not always so. 

Thus, the sequence which runs through my 
mind when faced with somebody who looks dead 
is time, airway, adequate ventilation, and determi- 
nation of cardiac activity. This takes about twenty 
seconds if you have a program organized. It is 
surprising how rapidly you can think when 
pushed into it. 

I think for a man who is someplace without 
all of the modern gadgets that we have available 
in operating rooms and in some hospital wards, 
that mouth-to-mouth resuscitation is the single 
best method of restoring adequate oxygen con- 
centration to the lungs. It is amazing how long 
most of us seem to live with only 20 per cent 
oxygen in our lungs. A patient who is dying 
probably does not have 20 per cent oxygen in his 
lungs. A few breaths of exhaled air will give him 
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an oxygen concentration, a reservoir, if you will, 
in his lungs so that he may continue living. 

I believe that closed cardiac massage is an im- 
portant concept. I am sure that Dr. Kouwenhoven 
and Dr. Jude will both agree that we do not know 
whether this is the complete answer. We have a 
series of nine patients at the University Hospital 
where we have utilized the closed chest method. 
The people who survived were continued on 
closed chest methods. Unfortunately, in the 
people who died we were not able to keep the 
surgeon from opening the chest and massaging 
the heart by the open method. 

I would like to reinforce what Dr. Safar says 
about automatic breathing devices. In teaching 
senior medical students, residents and interns, it 
is sometimes appalling that they have such a 
vague concept of basic pulmonary physiology. 
When it comes down to translating it into me- 
chanics and what actually makes air move, there 
sometimes is an amazing lack of knowledge. 

I believe that most automatic resuscitation de- 
vices should be condemmed for general use. There 
is a false sense of security if you can place a mask 
over somebody’s face and hear the machine chuck- 
ing away over in the corner—tick-tock, tick-tock, 
tick-tock. This means that the machine is work- 
ing but does not mean that the patient is getting 
any air. I think that many times people have been 
lulled into this false sense of security. After you 
have successfully resuscitated a patient, then the 
consideration of automatic breathing devices is 
probably apropos. 

Dr. Benson has mentioned the use of hypo- 
thermia after resuscitating a patient. There are 


many facets now to the care of the patient after : 


he has been successfully resuscitated which are 
becoming quite apparent. 

I would like to point out that ventricular fibril- 
lation can be stopped by other methods than elec- 
tricity, but electricity remains the most positive. 
Certainly from our experience with open heart 
surgery, utilizing pump oxygenators, we know 
that adequate coronary perfusion will many 
times revert ventricular fibrillation to a normal 
cardiac activity. It is conceivable, therefore, (and 
it has occurred occasionally) that adequate mas- 
sage with adequate coronory perfusion can con- 
vert ventricular fibrillation to normal cardiac 
activity. This is the rare case, and I think it 
should be pointed out that even if you are not 


410 


able to convert ventricular fibrillation to normal 
cardiac activity, it is imperative that the myocard- 
ium be adequately oxygenated with adequate coro- 
nary perfusion before electrical defibrillation will 
work. I think many of the unsuccessful attempts 
at ventricular defibrillation occur because the doc- 
tor has not assured himself of an adequate coro- 
nary perfusion and myocardial oxygenation. 

As clean-up man I would like to point out 
one fact which is probably niggling: I do not feel 
that the anesthesiologist should just call attention 
to the fact that the cardiac pattern has changed. 
I think that the anesthesiologist should be experi- 
enced enough to read electrocardiographic changes 
so that he can prevent ventricular fibrillation. And 
this can be done. 


Dr. BENSON: We will take a few minutes for 
questions. 


Q. Do you recommend the Johnson air- 
way at all? 


Dr. BENson: That is also known as the Safar 
airway, and he will answer it. Yes, he recom- 
mends it. 


Q. In the face of apparent failure, how 
long is it reasonable to persist with this? 
For instance, we have a man on the beach 
who has drowned and we are giving resusci- 
tation. It looks like we are losing; how long 
do you keep it up? 


Dr. Benson: I don’t think there can be any dog- 
matic rules laid down. When the eyes dilate 
and stay dilated and the patient does not make 
any respiratory attempt, then I quit. There may 
be others who do not. 


Dr. Sarar: I just would like to add that Dr. 
Redding’s work has shown we should make every 
possible effort to get the nearly drowned person 
to the hospital no matter how dead he appears to 
be, and perform positive pressure ventilation plus 
external massage during transportation. There 
are certain maneuvers which can be done at the 


MARYLAND STATE MepicaAL JOURNAL 


hospital which can not be done in the field, which 
may then bring the heart back as well as, maybe, 
an intact brain; we don’t know. 


Q. Let’s be realistic. We are talking about 
one hour, from Ocean City to Salisbury, 
thirty miles. What do we do? 


Dr. Sarar: I would say still keep it up, be- 
cause even if the blood flow you produce with 
closed chest massage is only a fraction of the 
normal cardiac output, it may be sufficient to 
keep the brain alive until definitive treatment of 
the drowning pathology can be accomplished in 
the accident room. 


Q. You touched on the subject of drugs. 
At what phase do you use them? How much 
do you give children? How much do you 
give adults? 


Dr. Juve: The cardiac drugs you give are 
epinephrine, calcium chloride, and sodium bi- 
carbonate. You can give quinidine. It depends on 
what cardiac rhythm the patient is in, but specifi- 
cally give epinephrine, either one to a thousand or 
one to ten thousand directly into the heart 
ventricle. Either give a half cubic centimeter of 
one to a thousand or five cubic centimeters of 
one to ten thousand. It doesn’t make a great deal 
of difference whether the patient is a child or 
an adult; it will have little different effect on the 
myocardium. The main thing is to get some in 
there. If you have a beat, calcium chloride or 
calcium gluconate 10 per cent, 5 or 10 cubic 
centimeters. 


Start the external massage and the mouth-to- 
mouth respiration immediately and give this as 
soon as you get it, unless the patient has already 
come back. 


Q. Do you try to give it into the heart 
muscle itself? 


Dr. JupE: No, you have to give it into the 
ventricle; you want to get this into the coronaries 
throughout the entire myocardium and not just 
one spot that will probably throw it into ventricu- 
lar fibrillation. 


Q. I would like to ask Dr. Kouwenhoven 
if there is any such thing as a defibrillator 
that people can carry around? I have heard 
of patients who carry one of these things, 
like hearing aids. 


Dr. KoUWENHOVEN: That is a Pacemaker. It 
will not defibrillate or drive a ventricular fibrillat- 
ing heart. 


Dance Mill Road 
Phoenix, Maryland 
(Dr. Benson) 


The Johns Hopkins Hospital 
Baltimore 5, Maryland 
(Drs. Jude and Kouwenhoven) 


4716 Meise Drive 
Baltimore 6, Maryland 
(Dr. Safar) 


1900 Indian Head Road 
Baltimore 4, Maryland 
(Dr. Hackett) 


THIRTEENTH POSTGRADUATE ASSEMBLY IN ENDOCRINOLOGY 
AND METABOLISM 
Under the Co-Sponsorship of The Endocrine Society and The National Institutes of Health 
Bethesda, Maryland 
October 2-6, 1961 
A contahtonnine review of clinical endocrine problems and current research activity 
in these areas will be presented. For further information, write to: Dr. Roy Hertz, National 


Institutes of Health, Building 10, Bethesda 14, Maryland. The fee will be $100.00 for physi- 
cians, with a reduction to $30.00 for Residents and Fellows. Enrollment limited to 100. 
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ALLEGANY-GARRETT COUNTY MEDICAL SOCIETY 
LESLIE E. DAUGHERTY, M.D. 


Journal Representative 


Doctor MacNeal Is Guest Speaker 


Left to. right: 
George M. Simons, 
M.D., president of 
Allegany-Garrett 
County Medical So- 
ciety; Perry S. Mac- 
Neal, M.D., speaker; 
G. Overton Himmel- 
wright, M.D. 


Perry S. MacNeal, M.D., associate professor 
of clinical medicine at the University of Penn- 
sylvania School of Medicine, spoke at the 
June dinner meeting of the Allegany-Garrett 
County Medical Society. Dr. MacNeal’s topic 
was “The Management of a Diabetic Patient 
who Requires Surgery.” Among his remarks 
were the following: 

1. Diabetes is no contraindication to surgery. 

2. Be sure to differentiate between the acute 
surgical abdominal condition precipitating 
diabetic acidosis and the truly rigid belly 
of diabetic acidosis per se. 

3. Send the diabetic patient to the operating 
room with the following criteria fulfilled: 
a) positively controlled diabetes; b) free- 
dom from ketosis; c) normal electrolyte 
balance; d) moderate hyperglycemia. 

4. Test urine every hour postoperatively and 
make appropriate corrections under the 
following circumstances a) if urine is free 
of sugar; b) if urine contains acetone; 
c) if urine is strongly positive for sugar. 
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38,126 PERSONS RECEIVE 
ORAL POLIO VACCINE 
IN MAJOR TEST PROGRAM 
Sponsored by the Allegany-Garrett County 


Medical Society, the recent Sabin oral polio 
vaccine test program in Allegany County was 
termed a success; 38,126 persons received the 
vaccine. 

The vaccine administered offers immunity 
to Type I polio virus, which is credited with 
causing 85 per cent of all paralytic polio. 
Wyeth Laboratories donated the vaccine for 
this program, the first of its type to use U. S. 
manufactured vaccine made under standards 
which will govern its mass use. A second dose 
will be given in October to immunize against 
Type III polio virus, and in November, a 
vaccine to immunize against Type II polio. 

Total participation was equivalent to about 
45.3 per cent of the county’s 84,169 population. 

George M. Simons, M. D., and G. Overton 
Himmelwright, M. D., of Cumberland, were 
co-chairmen of the program. 
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PERSONALS 


Lee B. Mathews, M.D., Cumberland, has 
been named the county physician. His duties 
will be physician to the three county institu- 
tions; namely, Sylvan Retreat, County Home, 
and County Infirmary. Dr. Mathews succeeds 
James E. McLean, M.D. 

John P. Light, son of Dr. and Mrs. R. R. 
Rathbone, Cumberland, graduated from the 


University of Maryland Medical School. He 
will intern at University Hospital, Baltimore. 

Dr. and Mrs. William W. Lesh, Western- 
port, announce the birth of a son on June 20. 

James T. Johnson, Jr., M.D., past president 
of the staff at Sacred Heart Hospital and for- 
mer president of the Allegany-Garrett County 
Medical Society, died June 21 in Cumberland. 


Our chief want in life is some one who 
will make us do what we can. 


—Ralph Waldo Emerson 


ANNE ARUNDEL COUNTY MEDICAL SOCIETY 


SAMUEL BORSSUCK, M.D. 


Journal Representative 


The Anne Arundel Medical Society met on 
May 17 at Carvel Hall, in Annapolis, with 
35 members present. The delegates to the State 
Medical Society reported on the recent meet- 
ing and reviewed the actions taken on the 
various proposed resolutions. Some existing 
discrepancies between the constitution of our 
County Medical Society and that of the State 
Society as to some categories of membership 
were disclosed. It was decided to make no 
change in our bylaws until final action had 
been taken on those of the State Society, and 
then to change our bylaws to conform with 
those ofthe State Society. 

Doctor Lyons and Dr. Borssuck had rep- 
resented the County Medical Society at a course 
on cardiac resuscitation, which was _ recently 
held in Richmond, Virginia. 

A motion was made and passed that the 
president appoint a committee to investigate 
the legality of lay laboratories now in oper- 
ation in the county after first consulting our 
legal advisor on any legal questions involved. 
The committee is to report the results of their 
investigation and recommendation at the Sep- 
tember meeting. 

Raymond P. Srsic, M.D., William F. 
Krone, Jr., M.D., Iris J. Serruya, M.D., and 
Leon W. Whitt, M.D., were elected to mem- 
bership in the County Medical Society. 

Mr. John B. Rich, president of the Hospital 
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Council of Maryland, addressed the group on 
the subject of the Hospital Council. Members’ 
questions were then discussed by Mr. Rich. 

On May 21, 1961, the Anne Arundel County 
Medical Society held a dinner dance at the 
Officers Club at the Naval Academy. Ninety- 
two people, including a number of guests, 
were present. The affair was such a huge 
success that our Society plans to make it an 
annual event. 


FREDERICK COUNTY 
MEDICAL SOCIETY 


L. R. SCHOOLMAN, M.D. 
Journal Representative 


The regular June meeting was held at the 
Frederick County Rod and Gun Club Lodge on 
Fishing Creek. The evening was ideal; clear sky 
and weather just warm enough for shirt sleeves. 
We sat outdoors with our drinks listening to the 
water rippling over the rocks and the steaks 
sizzling on the grate until dusk. 

The Society welcomed three new physicians 
into membership: Charles E. Wright, M.D., 
Nelson Goodman, M.D., and John Henry 
Teske, M.D. Dr. Wright, a pediatrician, will 
be associated with Doctors Heldrick and 
Powell. Dr. Goodman, internist, will be asso- 
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ciated with Dr. Schoolman. Dr. Teske will 
open an office for general practice. I was in- 
formed from a reliable source that a fourth 


physician, a general practitioner, plans to ar- 
rive in October. We are being overwhelmed 
with good things. 


MONTGOMERY COUNTY MEDICAL SOCIETY 


CHARLES FARWELL, M.D. 
Journal Representative 


Frederick Y. Donn, M. D., spoke to two hun- 
dred members of the Library of Congress em- 
ployees group at a cancer education program 
in the Library of Congress Auditorium. The 
film shown was: “Breast Self-Examination.” 


Harold H. Mitchell, M. D., spoke to the Mon- 
ocacy Homemakers at Beallsville Fire House. 
His topic: “Living with Your Heart.” 

Carolyn Pincock, M. D., spoke to the Lu- 
theran Inner Mission Society Adoption Group, 
Washington, D. C. Her topic: “Role of Pedi- 
atrics in Adoption.” She also addressed the 
Senior Class girls of Wheaton High School on 
“Approaching Adulthood.” 

Clarence H. Schilt, M. D., spoke to the PTA 
of St. John the Divine School, in Baltimore. 
His topic was “Mental Health in Children.” 

Henry P. Laughlin, M. D., Chevy Chase psy- 
chiatrist, was selected to deliver the Beling- 
Englander Memorial Lecture at the 1961 In- 
stitute in Psychiatry and Neurology at Lyons, 


N. J., last month. The subject of the lecture 
was “Neurosis, Conditioning, and the Rule of 
Impression Priority.” The Beling-Englander 
Lecture is sponsored annually by the New Jer- 
sey Neuropsychiatric Association in memory 
of two pioneers and leaders in the field. This 
is the principal address at a statewide all-day 
meeting and has been delivered in prior years 
by leaders in psychiatry from this country and 
abroad. 

Harold H. Mitchell, M.D., published a short 
paper titled, “A Search for Facts Re Mental 
and Emotional Disorders,” in our county Med- 
ical Bulletin. Twenty-six physicians of the 
Montgomery County Medical Society  partici- 
pated in a five-day study to determine the 
availability of Montgomery County resources 
for non-hospitalized patients who are adjudged 
to have emotional or mental disturbance. This 
study was made to obtain some indications of 
unmet needs, not to determine the incidence of 
mental or emotional illness. 


UPPER EASTERN SHORE MEDICAL SOCIETY 


A. F. WHITSITT, M.D. 


Until 1941, the medical societies of each of our 
four counties met infrequently, often only once 
a year to elect officers. Few members attended 
these meetings; fewer yet attended meetings of 
the Medical and Chirurgical Faculty. At this time 
our two medical schools offered only a small 
number of refresher courses. There was no organ- 
ized plan to bring outstanding men of medicine 
and surgery to address individual county medical 
societies on the Eastern Shore. 


414 


The writer, in thinking about this unsatisfac- 
tory situation, wondered if joint meetings of the 
medical society members of two, three, or four 
counties would produce an attendance that would 
warrant securing a guest speaker of distinction. 
The opportunity to test this idea came in 1941. 
Perrin H. Long, M.D., was to address the 
science students of Washington Co!lege on the 
morning of May 1, in that year, and a large 
non-medical group that evening. Dr. Long 
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kindly agreed to meet also with physicians of 
our four counties for a dinner session on that 
same day. The following letter was sent: 


April 18, 1941 
“Dear Doctor: 
“Dr. Perrin H. Long of Johns Hopkins Hos- 
pital and Medical School introduced sul- 
fanilamide to the United States approximate- 
ly four years ago. Since that time he has 
also been in the forefront in developing the 
various other sulfanyl group of drugs. He 
has been Chairman of the Maryland Pneu- 
monia Control Program for the past two 
years. He is also Chairman of the Ameri- 
can Medical Association ‘Committee on 
Chemotherapy with the Sulfanyl Group of 
Drugs,’ which submitted its report in the 
JOURNAL. 
“Dr. Long has accepted an invitation to ad- 
dress the Medical Group of Kent, Queen 
Anne’s, Caroline, and Talbot Counties at a 
dinner meeting at Sophie Fisher Inn, Ches- 
tertown, Maryland, at 1 P.M. on Thursday, 
May 1st. Each individual will be responsible 
for his own Porterhouse steak dinner check 
of one dollar. 
“Now that the pneumonia season is about 
over for the year and our various cases are 
fresh in our minds, I believe that this will 
be a very valuable and worthwhile meeting. 
“Please let me know immediately if you can 
be with us, so that I can make the necessary 
dinner arrangements. 
Sincerely yours, 
/s/ A. F. Whitsitt, M.D., Secretary 
Kent County Medical Society” 


Twenty-nine physicians were present at this 
first social-educational medical meeting for the 
four counties. All were enthusiastically in favor 
of continuing this type of joint meeting. The 
officers of the medical societies of Queen Anne’s, 
Caroline, Talbot, and Kent Counties were in- 
structed to meet in Centreville the following week 
to make definite plans. 

Finally, the following resolutions were adopted: 


The four-county group shall be 
known as “The Upper Eastern Shore 
Medical Society.” 


First: 
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Second: 


The Society shall remain social and 
educational in function. 


Third: The respective county medical socie- 
ties shall act as hosts for the quar- 
terly dinner meetings. Schedule: 
spring meetings in Kent; summer 
meetings in Queen Anne’s; fall meet- 
ings in Talbot; winter meetings in 
Caroline. 

Fourth: Men of prominence in various fields 
of medicine and surgery shall be se- 


cured as guest speakers. 


No doubt the reason that the Upper Eastern 
Shore Medical Society has continued in existence 
since its inception is that we have firmly adhered to 
the above resolutions. 

It might be of interest to note how well Reso- 
lution 4 has been kept by reading the list of 
guest speakers secured in previous years for 
the spring meetings in Chestertown: 

1941: Perrin H. Long, M.D., Johns Hopkins 
Hospital and Medical School, on 
“Chemotherapy with the Sulfanyl Group 
of Drugs.” 

Temple Fay, M.D., professor of neurol- 
ogy and neurosurgery, Temple Uni- 
versity Medical School, on “The Gen- 
eral Medical Problems Related to Ep- 
ilepsy.” 

Arthur M. Shipley, M.D., professor of 
surgery, University of Maryland School 
of Medicine, on “Shock.” 
Frederick J. Brady, M.D., detailed by 
Thomas Parran, Surgeon General, 
U.S.P.H.S., on “Malaria and Other Trop- 
ical Diseases, and their Possible Post- 
war Implications.” 

1945 and 1946: No meetings, due to wartime 
travel restrictions. 

Maurice C. Pincoffs, M.D., professor of 
medicine, University of Maryland 
School of Medicine, on “Hematemesis.” 
Milton Sachs, M.D., professor of clinical 
pathology, University of Maryland 
School of Medicine, and director of Bal- 
timore City R. H. Laboratory, on “Re- 
cent Advances in Hematology.” 


1942: 


1943: 


1944: 


1947: 


1948: 
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C. A. Perry, M.D., director of labora- 
tories, State Department of Health. 
Theodore E. Woodward, M.D., associ- 
ate professor of medicine, University of 
Maryland School of Medicine, on “The 
Effect of Antibiotic Agents in Clinical 
Diseases.” 


1949: 


1950: Temple Fay, M.D., professor of neurol- 
ogy and neurosurgery, Temple Universi- 
ty Medical School, on “Cerebral Palsy.” 
Thomas J. O’Neill, M.D., on “Congeni- 
tal and Other Cardiac Deformities, Diag- 
nosis and Treatment.” 

George F. Sutherland, M.D., director of 
psychiatric education, Maryland State 
Department of Mental Hygiene, on 
“Diseases of the Feelings and Diagnos- 
tic Hints re Psychotic Patients.” 
William L. Garlick, M.D., thoracic sur- 
geon, Baltimore, Maryland, on “What 
the Physician should see in Chest X- 
rays and Value of P.A. Films to G.P.’s.” 
George H. Yeager, M.D., clinical pro- 
fessor of surgery, University of Mary- 
land, on “Peripheral Vascular Diseases 
and Disorders.” 

: Lawson Wilkins, M.D., acting pedia- 
trician in chief, Harriet Lane Home, 
The Johns Hopkins Hospital; 1955 re- 


1951: 


1952: 


1953: 


1954: 


1955 


cipient Modern Medicine Award for 
application of advances in Endocrin- 
ology to Children’s Diseases, on “Her- 
maphroditism : Classification, Diagnosis, 
Treatment.” 

: Arthur Haskins, M.D., professor of 
obstetrics, University of Maryland Med- 
ical School, on “Obstetrics.” 

: Merrill Earl Snyder, M.D., assistant pro- 

fessor, Department of Medicine, Uni- 

versity of Maryland Medical School, on 

“Recent Advances in Diagnosis of In- 

fectious Diseases.” 

Mr. John Sargeant, executive secretary, 

Medical and Chirurgical Faculty of 

Maryland, on “Central Office Business 

Affairs and Pros and Cons of joining 

Social Security.” 

Ruth Baldwin, M.D., director, seizure 

unit, Department of Pediatrics, Univer- 

sity of Maryland School of Medicine, on 

“Convulsive Seizures, Classification and 

Treatment.” 

Robert E. Cook, M.D., chief of pedi- 

atrics, Johns Hopkins University, on 

“Special Pediatric Problems.” 

Leonard Scherlis, M.D., director, Car- 

diac Pulmonary Disease Research, Uni- 

versity of Maryland Medical School, on 

“Diagnosis of Acquired Heart Disease.” 


1958: 


1959: 


1960: 


1961: 


WASHINGTON COUNTY MEDICAL SOCIETY 


JOHN D. TURCO, M.D. 
Journal Representative 


The business mecting of the Washington 
County Medical Society was he'd at noon, May 
25, 1961, in Dorsey Hall. 

Ralph Stauffer, M.D., chairman of the Wroth 
Memorial Committee, gave a report and read 
the following tribute to Dr. Peregrine Wroth. 

This committee was appointed a short time 
after the death of Dr. Wroth to recommend some 
appropriate commemoration of his services to this 
Society, the hospital and the community. 

Those of us who knew Dr. Wroth during his 
most active years recognized in him a man of 
brilliant intellect, a leader, and a teacher. As a 
surgeon there were few in the State of Maryland 
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who excelled him. Aside from his dedication to 
medicine Dr. Wroth exhibited a wealth of talent 
and interest in other many and varied fields. 
Literally, and in a real sense, The Washington 
County Hospital grew under Dr. Wroth’s direc- 
tion. He personally organized the first hospital, 
located then at the corner of Potomac and Fair- 
ground Aves. After removal of the hospital a few 
years later to its present site, his influence con- 
tinued to dominate its future progress. He was 
responsible for the establishment of the first x-ray 
unit and the setting up of the original clinical 
laboratory. As a surgeon one of his paramount 
interests was seeking always to improve the op- 
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erating room suite, not only in respect to physical 
facilities, but also toward improvement of tech- 
niques on the part of both physicians and nurs- 
ing personnel. The organization of the Medical 
Staff as we now know ‘it was the result of his 
endeavors. He, himself, kept a watchful eye on 
the work of all departments of the hospital. 


One theme which Dr. Wroth continually 
preached was that of medical education of staff 
members. He initiated weekly Sunday morning 
clinical conferences over 30 years ago. He advo- 
cated, even in the earliest days of the hospital, 
autopsies as frequently as could be obtained. He 
recognized the urgent need for a library contain- 
ing standard reference works and current pe- 
riodicals to enable physicians to continue their 
medical education and keep abreast of medical 
progress. 


Because of Dr. Wroth’s often expressed objec- 
tive for a more adequate and more modern li- 
brary, which he hoped eventually would be more 
suitably located and better staffed than at the 
present, our committee feels it appropriate to rec- 
ommend as a fitting tribute to his memory that 
the library of the Medical Staff of the Washing- 
ton County Hospital be named as the Wroth 
Memorial. 


A substantial amount of money has been con- 
tributed toward the Wroth Memorial Fund. This, 
along with funds provided from time to time by 
assessment of the staff members, should enable us 
to maintain the library for some time. In the past 
we have received assistance from the Board of 
Trustees when the library fund needed replenish- 


ing, a policy we are assured the Trustees intena 
to continue. 

As you are all probably aware, a further build- 
ing program is contemplated in the not far dis- 
tant future, at which time the library will be 
moved from its present location into larger quar- 
ters. We are assured that the Trustees intend to 
design the library so that there will be ample wall 
space for the hanging of Dr. Wroth’s portrait in 
the new library. Another stipulation approved by 
the Trustees is that wherever the library is lo- 
cated in the future it will in perpetuity bear the 
name of Dr. Wroth. An appropriate bronze 
plaque also will be placed in the library in a suit- 
able location. 

Therefore, our committee recommends as a 
lasting memorial to Dr. Wroth that the library of 
the Medical Staff of the Washington County Hos- 
pital be designated the “Peregrine Wroth Memo- 
rial Library.” 


Dr. Cohen moved that Dr. Stauffer’s report 
be forwarded to the president of the medical 
staff of Washington County Hospital. This 
was seconded and approved, and a copy is to 
be sent to Mrs. Wroth and her daughter. 

Dr. Brumback submitted a report on the 
county civil defense plan. A program to imple- 
ment public education in civilian defense was 
proposed by Dr. Welty. 

Dr. Welty appointed a planning committee 
for the annual medical society picnic to be held 
in July. The committee is composed of H. N. 
Weeks, M.D., chairman, Stanley Macht, M.D., 
and E. W. Ditto, Jr., M.D. 


YOU'RE W'SE IF YOU PLAN NOW 
TO ATTEND THE 


OCEAN CITY MEETING 


(Semiannual Meeting of the Medical and Chirurgical Faculty 
of the State of Maryland) 


FRIDAY, SEPTEMBER 15 
COMMANDER HOTEL 


is 
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INVESTMENT 


Dear Doctor: 

We are not in a “hot'' or shooting war, but | 
needn't remind you that our national defense agen- 
cies are working around the clock to prevent our 
being engulfed in one. ‘ 

One of the best things you can do to help keep 
America strong is to protect your own personal 
financial security. Savings Bonds offer you an ideal 
way to do that. 

Today millions of Americans own over $43 billion 
of these bonds. The 3% per cent interest they earn 
makes U.S. Savings Bonds an attractive and produc- 
tive investment. If you are not already doing so, | 
urge you to put at least a portion of your savings 
into these bonds. They are the safest investment in 
the world—backed by the full faith and credit of the 
United States of America. 

These bonds also offer you an ideal way to build 
up a ‘do it yourself" retirement program, or to 
supplement one you may already have. A folder 
describing this program may be secured from the 
State Savings Bonds office, 319 Calvert Building, 
Baltimore 2, Maryland. See your bank about buying 


a Bond-A-Month for you and charging your ac- 
count. Or, if employed, sign up for bonds on the 
Payroll Savings Plan. 

Owners of Series E Bonds have the privilege of 
exchanging them for Series H Bonds at any time 
they desire current income for retirement or any 
other reason. Federal income tax on the accumu- 
lated E Bond interest can be deferred for the life 
of the H Bonds received in exchange. 

Millions of freedom-hungry people around the 
world would buy Savings Bonds gladly—if they 
only could. Do it today, won't you? 


Sincerely, 

Ormond R. Galvin 
Maryland State Director 
U.S. Savings Bonds Division 
Treasury Department 


IMPORTANT NOTICE: Owners of early E Bonds, 
issued from May 1941 through May 1949, should 
continue to hold them. In their second 10-year 
extension period, which for the first of these began 
May |, 1961, they will earn 334 per cent interest, 
compounded semiannually, based on their current 
cash value, which is well over their face value. 


REDEMPTION VALUES 


SERIES E SAVINGS BONDS (PER $100 FACE AMOUNT) 


Value at Value at first Value at second 
maturity extended maturity extended maturity 
Issue (10 years (20 years from (30 years from 

Issue dates Price from issue) issue) issue) 
June to Nov. 1941 ............ vi “ 134.92 195.64 
Dec. 1941 to Apr. 1942 .... ‘3 135.32 196.20 
June to Nov. 1942 ............ ps 136.68 198.16 
Dec. 1942 to May 1943 .... 137.04 198.72 
June to Nov. 1943 ............ Fi 5 137.36 199.16 
Dec. 1943 to May 1944 .... 1377-2 199.68 
June to Nov. 1944 ............ ie 138.04 200.16 
Dec. 1944 to May 1945 .... * Pe 138.36 200.60 
June to Nov. 1945 ............ 138.72 201.12 
Dec. 1945 to May. 1946 .... a " 139.08 201.64 
June to Nov. 1946 ............ Pe 139.40 202.12 
Dec. 1946 to May 1947 .... . Mf 139.76 202.64 
June to Nov. 1947 140.08 203.12 
Dec. 1947 to May 1948 .... + . 140.44 203.64 
June to Nov. 1948 ............ = fe 140.78 204.12 
Dec. 1948 to May 1949 .... “i of 141.12 204.60 
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George L. Yashur, Librarian 
“Books shall be thy companions; bookcases and shelves, 
thy pleasure-nooks and gardens.” Jbn Tibbon 


FIRST IMPRESSIONS 


T IS OBVIOUS to this novice, even after a short 
I acquaintance, that Maryland has an impres- 
sive medical tradition, that the Faculty library 
collection is outstanding, both in quantity and 
quality, and that the preceding librarians must 
have been highly competent and dedicated people. 

A medical librarian should be, among other 
things, informed, intelligent, and approachable. 
Your new librarian will endeavor to be all these. 


But, paradoxically, his success will in large meas- 
ure depend on you and the demands you make 
of his services. 

The library collection, having been housed in 
temporary quarters for the past months, has 
finally been moved into the redecorated building 
at 1211 Cathedral Street. The library staff per- 
formed heroically under the circumstances, and 
our patrons were most understanding. 


A SELECTED LIST OF NEW BOOKS ADDED TO THE LIBRARY 


Hutchinson, R. C.: Food for survival after a disaster. 
Melbourne, 1959. 

Kennedy, R. H.: Nonpenetrating injuries of the ab- 
domen. Springfield, Ill., 1960. 

King, E. J., ed.: Industrial pulmonary diseases. Balt., 
1960. 

Kulowski, Jacob: Crash injuries. Springfield, Ill., 1960. 

Leigh, M. D.: Pediatric anesthesiology. N. Y., 1960. 

Levine, H. D.: Cardiac emergencies. N. Y., 1960. 

Licht, S. H.: Massage, manipulation. New Haven, 1960. 


Lindsay, Stuart: Carcinoma of the thyroid gland. Spring- 
field, Ill., 1960. 

McDonald, D.A.: Blood flow in arteries. Balt., 1960. 

McGregor, I, A.: Fundamental techniques of plastic 
surgery. Edin., 1960. 

Maddin, W. S.: Basic dermatology. Springfield, Ill., 1960. 

Mant, A. K.: Forensic medicine. Chic., 1960. 


Masserman, J. H., ed.: 
values. N. Y., 1960. 


Mendelson, C. L.: Cardiac disease in pregnancy. Phil., 
1960. 


Mennell, J. McM.: Back pain. Bost., 1960. 


Psychoanalysis and human 


Aucust, 1961 


Middlemiss, Howard: Radiology as a diagnostic aid in 
clinical surgery. Springfield, Ill., 1960. 

Moss, E. S.: Atlas of medical mycology. Balt., 1960. 

Page, L. B., ed.: Syllabus of laboratory examinations in 
clinical diagnosis. Camb., Mass., 1960. 

Perlman, H. H.: Pediatric dermatology. Chic., 1960. 

Poppen, J. S.: An atlas of neurosurgical techniques. 
Phil., 1960. 

Prigal, S. J., ed.: Fundamentals of modern allergy. - 
N. Y., 1960. 

Proctor, D. F.: Tonsils and adenoids in childhood. 
Springfield, Ill., 1960. 

Quiring, D. P.: The extremities, Phil., 1960. 

Ramon y Cajal, Santiago: Studies on vertebrate 
neurogenesis. Springfield, Ill., 1960. 

Rand, R. W.: Intraspinal tumors of childhood. Spring- 
field, Ill., 1960. 

Roberts, J. A, F.: An introduction to medical genetics. 
Lond., 1960. 


Rose, H. M.: Viral infections of infancy and childhood. 
N. Y., 1960. 
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i Royal College of Surgeons, England: Catalogue of the 
portraits and other paintings. Edin., 1960. 

Rushmer, R. F.: Cardiovascular dynamics. Phil., 1961. 

Saul, L. J.: Emotional maturity. Phil., 1960. 

Schade, R. O. K.: Gastric cytology. Lond., 1960. 

j Schmorl, Georg: Human spine in health and disease . . . 

: tr. by S. P. Wilk. N. Y., 1959. 

Schneck, J. M.: History of psychiatry. Springfield, III. 
1960. 

Shryock, R. H.: Medicine and society in America, 1660- 
1860. N. Y., 1960. 

Sigerist, H. F.: On the history of medicine. N. Y., 1960. 

Sigerist, H. F.: On the sociology of medicine. N. Y., 
1960. 

Smillie, I. S.: Osteochondritis dessicans. Edin., 1960. 

Smith, C. H.: Blood diseases in infancy. St. Louis, 1960. 

Solomon, Philip: Sensory deprivation. Camb., Mass., 
1961. 

Spurling, R. G.: Practical neurological diagnosis. Spring- 
field, Ill., 1960. ° 

Sterling, J. A.: Experiences with congenital biliary 
atresia. Springfield, Ill., 1960. 


Sweany, H. C., ed.: Histoplasmosis, Springfield, Il., 
1960. 

Taussig, H. B.: Congenital malformations of the heart. 
Camb., Mass., 1960. 2 v. 

Teuber, H. L.: Visual field defects after penetrating 
wounds of the brain. Camb., Mass., 1960. 

Thorek, Max: Surgical errors. Phil., 1960. 

Tower, D. B.: Neurochemistry of epilepsy. Springfield, 
Ill., 1960. 
Viets, H. R.: Thymectomy for myasthenia gravis. 
Springfield, Ill, 1960. 
Vignec, A. J.: Emergency 
practice. N. Y., 1959. 
Watkins, J. G.: General psychotherapy. Springfield, Il. 
1960. 

Willson, J. R.: Atlas of obstetric technic. St. Louis, 
1961. 

Wohl, M. G.: Modern nutrition. Phil., 1960. 

Young, R. K.: Spiritual therapy. N. Y., 1960. 

Zeisler, E. B.: Electrocardiography. Chic., 1960. 

Ziffren, S. E.: Management of the aged surgical 
patient. Chic., 1960. 


syndromes in pediatric 


W. B. SAUNDERS COMPANY features 


the following recent books in their full page 
advertisement appearing elsewhere in this 
issue: 


Cherniack and Cherniack: Respiration in 
Health and Disease 
Clearly explains the mechanisms by which 
pathological processes produce clinical 
findings in respiratory disease 


Fluhmann: The Cervix Uteri 
Fully covers diagnosis, clinical manifesta- 
tions, medical and surgical management 


Tenney and Little: Clinical Obstetrics 
Authoritative management of 24 problems 
which currently cause difficulty in safe 
delivery 
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NEW CLINICAL CENTER STUDY ON FAMILIAL MEDITERRANEAN FEVER 


The cooperation of physicians is requested in obtaining patients for a comprehen- 
sive study of Familial Mediterranean Fever (periodic fever, paroxysmal peritonitis) 
recently initiated at the Clinical Center, National Institutes of Health, Bethesda, 
Maryland. The study, conducted by the National Institute of Allergy and Infectious 
Diseases, is to explore some of the etiologic possibilities and to study intensively 
immunologic, physiologic and metabolic aspects of patients with Familial Mediter- 
ranean Fever. A pilot study of therapeutic agents in this disease is anticipated. 

Familial Mediterranean Fever is a disease usually, but not always, seen in indi- 
viduals of Armenian, Sephardic Jewish or Arab descent. The disease is characterized 
by recurrent episodes of fever, abdominal pain and often joint and/or chest pain. 
Although previously thought to be a benign disease, there is now evidence that some 
of these patients develop amyloidosis. 

Patients are needed who are having episodes of abdominal and/or chest pain 
associated with fever. The episode should be of short duration and the pain sug- 
gestive of peritonitis and/or pleuritis. Patients may be at any stage of their disease, 
with or without amyloidosis, and may be of either sex and any age. Cold sensitive 
patients or those demonstrating a seasonal variation as to incidence of attacks are 
especially sought. 

When admitted the patients undergo a thorough clinical evaluation and period 
of observation. They should be prepared to undergo studies between and during 
attacks. Gastrointestinal studies and response to cold stress utilizing a metabolic 
chamber are planned. 

Because of the extent of the study, a prolonged stay (six weeks or more) should 
be anticipated. When possible, a therapeutic program will be instituted. Upon com- 
pletion of their studies the patients are returned to the care of their referring 
physicians to whom complete narrative summaries are sent. It is sometimes desirable 
to arrange for occasional follow-up visits by the patients. These would supplement 
rather than substitute for visits to the patient's own physician. 

Physicians interested in the possibility of referring individual patients should 
write or telephone: 

Sheldon M. Wolff, M.D. 

National Institutes of Health 

National Institute of Allergy and Infectious Diseases 
Bethesda 14, Maryland 

OLiver 6-4000, Ext. 4831 
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NEW CLINICAL CENTER STUDY ON MEDULLOBLASTOMA 


The Chemotherapy Service of the National Cancer Institute is initiating studies on 
the chemotherapy of medulloblastoma with regional antimetabolites at the Clinical 
Center, National Institutes of Health, Bethesda, Maryland. 

A limited number of patients who have undergone neurosurgery and radiotherapy. 
will be accepted for study. Referrals of such patients will be greatly appreciated. 

Physicians who wish to have their patients considered for this study may write or 
telephone: 

Dr. Myron Karon 

Chemotherapy Service 

General Medicine Branch 

National Cancer Institute 

Bethesda 14, Maryland 

Telephone: Oliver 6-4000, Ext. 4252 
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SOCIETY OF PAAHOLOGISTS INC. 


Epwarp C. McGarry, M.D., President MANNING W. ALDEN, M.D., Secretary 


Annapolis, Md. 


Usefulness of the Autopsy 


VERY YEAR IN THE United States considerable time and labor are devoted 
Kk, to the performance of autopsies and to the preparation of autopsy pro- 
tocols. In 1958, 315,000 of the 1,600,000 death certificates received by the Na- 
tional Bureau of Vital Statistics indicated that a postmortem examination had 
been done. It is difficult to determine how many of these are performed under 
the aegis of trained pathologists and how many are performed by other physicians. 
Of the approximately 3,500 active pathologists in the country, an estimated 
one-third to one-half are not directly involved in postmortem work. The remain- 
ing pathologists, together with the 1,800 residents whom they apres, do most 
of the autopsies performed in the United States. 


When one adds the labor of thousands of technologists, stenographers, clerks, 
and attendants, the total effort is of sufficient magnitude to justify a re-examina- 
tion of the value of current autopsy practice. The autopsy is no longer the rela- 
tively. simple gross procedure of the nineteenth century. Complex histologic, 
chemical, physical, and biologic techniques of analysis are available, and new 
methodologies are becoming widely applicable to autopsy study. The vast variety 
and volume of medical problems presented today require informed selection of 
questions to be studied and techniques to be employed. How can the autopsy 
material available be studied to yield the greatest value? 


A well studied autopsy presents the nature of the disease and, often, a 
demonstration of the effects of treatment. This is of primary importance to assist 
the clinician in the diagnosis and treatment of patients. 


The autopsy is, at the same time, an inexhaustible reservoir of information 
which can be applied to research problems and may stimulate other medical in- 
vestigation. Critical observation and a degree of serendipity are the hallmarks 
of pathologic study. Appreciation of the association of an anatomical change, 
previously considered non-specific, with physiological changes uncovered during 
life, have substantially changed our thinking in many areas in pathologic physi- 
ology. A recent prime example is the study of lesions which have elucidated the 
physiology of nephrosis. Furthermore, careful comparison of autopsy material 
from groups of different ages, cultures, geographic locations, or occupations has 
demonstrated patterns of disease which have initiated the chain of medical dis- 
covery. 


The clinician and the pathologist should consider the autopsy a beginning 
as well as an end. 
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Learn To Do Your Part In The Prevention Of Disease 


P. O. Box 1877 Baltimore 3, Md. 


BALTIMORE CITY HEALTH DEPARTMENT 


HUNTINGTON WILLIAMS, M.D. 


COMMISSIONER 


Plaza 2-2000: Extension 307 


Survey of Accidental Poisonings 


has been completed by Mr. Ferdinand A. 
Korff, director of the City Health Department’s 
Bureau of Food Control, and Mr. Todd M. 
Frazier, director of the Bureau of Biostatistics. 
Selected Baltimore hospital accident rooms were 
checked monthly from 1958 through 1960 for the 
number of accidental poisoning cases, the age 
groups of those poisoned, and the particular poi- 
son ingested. 

During this three-year period 2,136 hospital 
cases were recorded, 1,104 of them in children 
from one to four years old. Overdoses of aspirin 
and aspirin-containing drugs were the chief single 
cause of poisoning, accounting for 369 cases. As 
a group, the many non-medicinal household chem- 
icals caused 427 poisonings. 

More significant, however, are the findings in 


SURVEY of accidental poisonings 


a recent similar survey of 257 Baltimore families, 
conducted by the Bureau of Biostatistics with the 
assistance of public health nurses. This question- 
naire showed that in 37 per cent of the homes 
visited, the storage of home chemicals presented 
a potential danger for preschool children. In 49 
per cent of the homes, children did not even have 
to reach up to get into trouble. In 13 per cent of 
the homes, medicines were stored in places easily 
accessible to young children. 

Since preschool children are more likely to be 
accidentally poisoned than any other age group, 
parents should be cautioned always to store house- 
hold chemicals, including furniture polish, 
bleaches, insecticides, and scouring compounds, as 
well as medicines, well out of reach of children 
and preferably under lock and key. 


NP 


Commissioner of Health 


COURSE IN POSTGRADUATE GASTROENTEROLOGY 


The American College of Gastroenterology announces that its annual course in 
Postgraduate Gastroenterology will be given at the Sheraton-Cleveland Hotel, in 
Cleveland, Ohio, on 26, 27, 28 October 1961. 

The faculty will be drawn from the medical schools in and around Cleveland. The 
subject matter will cover medical and surgical aspects of advances in diagnosis and 


treatment of gastrointestinal diseases, 


including comprehensive discussions of 


pancreatic disease, biliary tract disease, electrolytes, and peptic ulcer. 

An “X-ray Classroom’ will be conducted on the last afternoon by an outstanding 
panel of specialists, who will answer questions and present instructional demonstra- 
tions. There will also be a class in Cinegastrophotography. 

One complete session will be held at the Cleveland Clinic and one at the Cleveland 


Academy of Medicine. 


For further information and enrollment write to the American College of Gastro- 
enterology, 33 West 60th Street, New York 23, N.Y: 


Aucust, 1961 
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_Heart Page 


J. Michael Criley, M.D.—Editor 


A SERVICE OF 


THE HEART ASSOCIATION OF MARYLAND 


CINEANGIOCARDIOGRAPHY 


IN THE STUDY OF MITRAL VALVE DISEASE 


LEFT HEART CINE— CATHETERIZATION 


| CAMERA 
9 / ting 
\ mirror 
TV. CAMERA 
) MPLIFIER 
6. 
rt. 
&— percutaneous needle 
2) wide wire AO. 
3, rodiopoaue INJECTION \ | 
SYRINGE | 
4) ronsseptol needle \ TUBE 
/ 
Diagrammatic representation of ci gi diography of the mitral valve. The amplified fluoro- 


scopic image of the heart is photographed by a motion picture camera and can be seen simultane- 
ously on closed-circuit television. The catheter is introduced percutaneously to the right femoral vein 
and advanced to the right atrium. A transseptal needle is then passed through the catheter, and the 
interatrial septum is pierced. The catheter is then advanced over the needle to the left atrium. Contrast 
medium is injected, and motion pictures are taken with the patient in the right anterior oblique 
Projection. 
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J. Michael Criley, M.D. 


MAGE AMPLIFIER Cineangiocardiography has 
I provided a new approach to the study of 
cheumatic mitral valve disease. An intracardiac 
catheter is inserted over a transseptal needle into 
the left atrium, pressures and mitral valve grad- 
ients can be measured, and x-ray motion pictures 
are taken of injections of radio-opaque contrast 
medium into that chamber (Fig. 1). The contour 
and contractility of the left atrium and left ventri- 
cle can be seen, and alterations in the shape and 
mobility of the mitral valve can be appreciated. 
The size and position of the atrial-ventricular 
jet can be determined, and the presence or ab- 
sence of mitral regurgitation estimated. Frame 
by frame analysis of motion pictures, correlated 
with an electrocardiographic timing device, yields 
exact timing of intra-cardiac events such as mitral 
valve opening and closure. 

The diagnosis of pure mitral stenosis can usu- 
ally be made by the clinician, using the clinical 
history and physical examination, and aided by 
the chest x-ray and electrocardiogram. The ac- 
curate determination of functional status and 
operability of “mixed” mitral valve lesions has 
been difficult despite recent advances in methods 
for studying the hemodynamics of the left heart. 
Left atrial pressure pulse analysis and dye- 
dilution curves have been widely employed, but 
have not been entirely satisfactory in predicting 
the amount of mitral incompetence; nor have 
they provided any anatomical information about 
the operability of mitral valve lesions. 

Although left heart cineangiocardiography is 
relatively new, it appears to be of great potential 
value in the study of patients with mitral valve 
disease. 
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Newly. Licensed . Physicians 


At a reciprocity meeting on April 7, 
1961, the Board of Medical Examiners 
licensed the following physicians to prac- 
tice medicine and surgery in Maryland: 


Barkin, Gilbert Donald, National Board 

Barnett, Robert Alexander, National Board 

Battaglia, Jane Barbara Donohue, National 
Board 

Bisco, Michael John, Ohio 

Caldwell, Frederick Steckman, Pennsyl- 


vania 

Campbell, Carlena Lee, West Virginia 
Cruze, Kenneth, California 

Dabney, David Hodges, Dist. Columbia 
Fagan, Frank J., Jr., National Board 
Fleischer, Clara C. Joel, Virginia 
Greene, Katherine Virginia, Dist, Columbia 
Haber, Seymour, National Board 
Hackleman, Gene Lee, National Board 
Hinson, Harry Lee, North Carolina 
Katzen, Bernard, Pennsylvania 
Kellogg, Donald Agger, National Board 
Mish, Kemp Hammond, Dist. Columbia 
Radulovic, Michael, Pennsylvania 
Roebber, Harry Joseph, National Board 
Robertson, Daniel Lee, Georgia 
Richey, Theodore Wesley, Kansas 
Schindelar, Henry Oscar, New Jersey 
Strong, M. Jerome, National Board 


At a reciprocity meeting on May 19, 
1961, the following physicians were 
licensed: 


Altschuler, Morton, North Carolina 
Bates, LeRoy Everett, South Carolina 
Breuer, Richard Irwin, National Board 
Butchko, Andrew William, Pennsylvania 
DeLamater, Edward Doane, New York 
Edmiston, Frank G., Kansas 
Ellis, Edgar Percy, Jr., North Carolina 
Faulk, Arthur Thomas, Pennsylvania 
Hayes, Daniel Lawrence, National Board 
Hennessen, John Andrew, Jr., National 
Board 
Hiltabidle, Stephen Barthole, National 
Board 
Hollander, Charles Simche, National Board 
Insel, Herman Herbert, New Jersey 
Kniffin, Hazen G., Jr., National Board 
Long, Robert Gordon, Tennessee 
Matus, Richard Noah, National Board 
Milch, Robert Austin, National Board 
Offen, Joseph Allan, Virginia 
Poirier, Jean Rene, North Carolina 
Renick, Anderson Minor, Jr., Virginia 
Repetto, Philip Louis, Jr., Pennsylvania 
Rockoff, Seymour David, National Board 
Scruggs, Henry Charles, National Board 
Sodee, Donald Bruce, National Board 
Toth, Elmer F., National Board 
Townes, Alexander Sloan, Tennessee 
Wilkinson, Richard Wallace, Dist. of 
Columbia 
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STATE OF MARYLAND 
DEPARTMENT OF MENTAL HYGIENE 


Isadore Tuerk, M.D., Commissioner 


Kurt Gorwitz, Statistics Director 


N 1950 THERE were twelve million Americans 
I aged 65 or older. By 1960 the number had 
increased to an estimated sixteen million. Of 
these, more than two hundred thousand are 
Maryland residents. 

We have 2,500 patients 65 years or older in 
our psychiatric hospitals. Approximately eight 
hundred of these men and women either are ad- 
mitted annually or become 65 while in the hos- 
pital. An equal number either die or’are returned 
to the community. Our data indicate that 85 per 
cent of these admissions and 50 per cent of these 
resident patients have a reported primary diag- 
nosis of senility or cerebral arteriosclerosis. This 
diagnosis is much less frequent in those patients 
who reach 65 while in the hospital. 

Senility is the feebleness of body and mind 
incident to old age. By this definition, the condi- 
tion can vary from mild cases to the most ad- 
vanced stages in which the individual is com- 
pletely helpless and requires almost constant care. 

In recent years, awareness of the problems re- 
lated to senility has increased. The principal rea- 
sons for this growing recognition are: 

1. The rapid increase in the number of older 
people. 


THE SENILE PATIENT 


2. The large scale movement from rural to ur- 
ban areas, usually causing a reduction in living 
space and loss of useful functions which the older 
member could perform. 

3. The breaking up of former family units, 
with parents being separated from their adult 
children and forced to live alone. 

Our mental hospitals are acutely aware of this 
problem, because of the increasing number of ad- 
missions and resident patients from this segment 
of our population. This trend must be reversed 
if our psychiatric hospitals are to assume their 
proper role as active treatment facilities. Financial 
help and professional services in the home and 
community could reduce such admissions. A sub- 
stantial number could also be placed in nursing 
homes if adequate facilities were available and 
means were found to pay for them. A coordinated, 
structured program, mindful of all current re- 
sources and alert to the continuing creation of 
possible new resources, is essential. 

Most of our senior citizens are willing and able 
to care for themselves. Many, however, cannot 
and must look elsewhere for help and guidance. 
Their future depends on all of us. 


The Council Scientific Assembly invite: physicians submit titles 


and brief abstracts of selentifie papers they wish to deliver at the 1962 — 


annual meeting of the American Medical Association, which will be held - 
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MARYLAND TUBERCULOSIS ASSOCIATION 
Christmas Seal Agency for State of Maryland 


ST. PAUL STREET 


. BALTIMORE 2, MARYLAND 


REVIEW OF TUBERCULOSIS DIVISION 
BALTIMORE CITY HOSPITALS, 1960 


A 


Edmund G. Beacham, M.D.* 


Other 
Discharges 


Regular 
Discharges 


Irregular 
Discharges 


124 
119 
148 
203 


99 
86 
120 
148 


25 
33 
28 
55 


ALTIMORE City Hospitals has a three hun- 

dred bed division which provides hospital- 
ization for tuberculous residents of Baltimore. 
During 1960 there were three hundred and forty- 
four admissions with thirty-one deaths and two 
hundred and ninety-eight discharges, including 
sixty-one irregular discharges (against medical 
advice). (See Table I, 1951-1960) 

Of the three hundred and eighteen cases of 
pulmonary tuberculosis in 1960, about 10 per cent 
were minimal, 55 per cent moderately advanced, 
and 35 per cent far advanced. Almost 20 per cent 
had been admitted to this or other tuberculosis 
hospitals in the past. About 80 per cent were 
direct admissions, 20 per cent being transferred 
from other divisions of the hospital, chiefly the 
acute medical service. Ten ‘per cent were over 


*Chief, Tuberculosis Division, Baltimore City Hospi- 
tals; president, Maryland Tuberculosis Association, 
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195 
183 
186 
242 
237 


60 years of age on admission, 35 per cent over 
50 years, and 55 per cent over 40 years. About 
75 per cent of the admissions were non-white. 
The average hospital stay for discharged patients 
was about ten months. 

One of the principal advantages of location of 
a tuberculosis hospital near a general hospital is 
revealed in the number of consultations. All pa- 
tients were seen on admission by the dental staff. 
Among discharged patients there were one hun- 
dred and fifty-six ear, nose, and throat consulta- 
tions, mostly bronchoscopies. All female patients 
have a routine gynecological examination. There 
were two hundred and ten surgical consultations, 
eighty-five eye consultations, forty-seven psychia- 
tric evaluations, and sixty-five neurological exam- 
inations. Physical therapy service was given to 
twenty patients and dermatological consultation 
to twelve patients. 
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T 
sions Deaths Per 
d 1952 145 37 * 
1955 249 29 238 43 
d 1956 282 52 251 68 27 
308 48 266 80 
f 
t 
— 


1960 


Complicating Condition 1955 1956 1957 1958 1959 Total 
Diabetes Mellitus 7 10 15 11 17 9. 79 
Pregnancy 3 6 8 Ps 10 8 42 
Pneumoconiosis _— 2 1 1 8 6 18 
Sarcoidosis /Tbc, 3 4 3 4 20 
Bronchogenic CA 2 1 — 2 4 ra 16 
Tbe. Pleural Effusion 5 13 13 21 24 28 105 
Lymph Node Tbc. 1 2 3 es 8 3 24 
Tbe. Peritonitis 3 5 4 17 
Thc. Pericarditis 4 2 1 — 1 1 6 
Bone Thc. — 6 4. 6 3 3 24 
G. U. The. s 6 2 2 4 2 Zt 
Miliary/Meningitis 4 10 6 10 6 6 42 


Although most’ of the admissions have advanced 
pulmonary tuberculosis, many have other tuber- 


culous complications or associated diseases. Dur- | 
ing 1960 there were nineteen cases of diabetes, 


eight pregnancies, six patients with miliary or 
meningeal tuberculosis, and twenty-eight with a 
complicating pleural effusion. Seven cases of 
bronchogenic carcinoma were noted and six with 
associated pneumoconiosis. An evaluation of com- 
plications noted on admission from 1955-1960 
demonstrates the need for wide diagnostic and 
therapeutic services (Table IT). 

During the last six years and almost nine- 
teen hundred admissions, there have been 4 per 
cent diabetics, 2 per cent pregnancies, 6 per cent 
with pleural effusion, 2 per cent having miliary 
or meningeal tuberculosis, and 1 per cent bone 
tuberculosis. 

About 10 per cent of admissions have pul- 
monary surgery, mostly lobectomies and _ seg- 


mental resections, with few pneumonectomies. 


Primary thoracoplasty is rare, though thoraco- 
plasty is used frequently after resection when the 
remaining lung tissue leaves residual space after 
expansion. 

Bedrest is still a fundamental treatment. In most 
cases, strict bedrest is offered for about four 
months, then bathroom privileges until full ambula- 
tion at six months. Following surgery we now be- 
gin bathroom privileges within two weeks postop- 
eratively, allow full ambulation at three months, and 
usually discharge patients between four and six 
months postoperatively. 

Drug regimens vary widely with use of strep- 
tomycin, sodium paraminosalicylic acid, isoniazid, 
pyrazinamide, viomycin, cycloserine, and kanamy- 
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cin. Most patients receive isoniazid, 3-5 mgm./Kg. 
body weight daily, in two doses with Sodium 
P.A.S., 12 gm. daily, in three doses with meals. 
Pyridoxine (B6) is given in 50-100 mgm. daily 
doses to patients receiving more than 300 mgm. 
INH daily and in special cases with alcoholic or 
diabetic peripheral neuritis or malnourishment. 
Triple drug therapy, SM, INH, and PAS are 
used in miliary or meningeal tuberculosis, in bone 
or renal tuberculosis, and in some seriously ill 
patients. Change in therapy is dictated by clinical 
and x-ray course guided by laboratory investiga- 
tion of sputum and development of strains of 
tubercle bacilli resistant to drugs. At discharge 
most patients are sent to their physician or Balti- 
more City Health Department chest clinics to 
continue drug therapy for a prolonged period. 
We are making a pilot study of use of INH alone 
in some patients, with negative sputum for six or 
more months under standard therapy. 

It is indeed encouraging to compare the 1946 
data of three hundred and thirty admissions with 
one hundred and sixty-five deaths and only eighty 
regular discharges with three hundred and forty- 
four admissions in 1960, only thirty-one deaths 
and 237 patients given regular discharges. 

We are making every attempt to return patients 
to the community as rapidly as possible. Some 
serious factors limiting this program are the con- 
tinued high percentage of patients admitted with 
advanced disease; the high rate of complicating 
diseases associated with admission tuberculosis; 
increasing age group; numerous social and eco- 
nomic problems presented principally in the lone, 
alcoholic, old male of limited education and voca- 
tional skill. 
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Baltimore Area 


(ouncit on A lcoholism 


(Successor to Maryland Society on Alcoholism) 


SPRING GROVE STATE HOSPITAL 


ALCOHOLIC REHABILITATION UNIT 


PARTICULARLY MODERN and advanced facility 
for the treatment of alcoholics is available 
in one of our state hospitals. Located on an at- 
tractive wooded hill on the grounds of the Spring 
Grove State Hospital is a neatly landscaped two- 
story cottage. Since August of 1959, this cottage 
has been the center of a new rehabilitation unit 
designed to bring the most advanced treatment to 
the patient. The cottage has been attractively fur- 
nished, partly through the extensive efforts of 
several enlightened civic groups. It has a dining 
room, kitchen, assembly room, recreation room, 
lounge, testing offices, nursing and doctors’ of- 
fices, interview areas, and other offices on the first 
floor. Airy, dormitory-type sleeping quarters, 
which accommodate up to seventy-one male pa- 
tients (average, sixty), are on the second floor. 

The director of the unit and its research is a 
psychiatrist. His full-time assistants are a medi- 
cal psychologist, a trained social worker, and a 
nurse. The services of additional practical nurses, 
aides, secretaries, and resident psychiatrists are 
shared with three adjacent cottages. Many staff 
members and volunteers from interested organi- 
zations participate on a part-time basis. 

All alcoholic patients admitted to Spring Grove 
are screened in an admitting area, and those 
well enough to be placed on an open area are 
transferred to the unit as openings occur. Medi- 
cally ill or psychotic patients are treated in more 
appropriate areas of the institution. When the pa- 
tient comes to the unit, he becomes deeply and 
totally involved in a therapeutic community envir- 
onment. He is greeted by a cottage committee who 
meet with the patient and explain the rules and 
regulations of the unit, what is expected of each 
patient, and how he is to behave. They explain 
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the program and what it can give to the patient. 
To emphasize patient responsibility, this commit- 
tee is selected bimonthly by the patients them- 
selves. It represents the patient in the government 
of the cottage and plans all social events. 
Complete evaluation of mental status, motiva- 
tion toward sobriety, and previous attempts to 
reach sobriety is made by the psychiatrist. Inter- 
views by the nurse, psychologist, and social worker 
complete the introduction. During the first week, 
each patient has extensive psychological testing, 
liver function tests, and an electroencephalogram. 
Individual and group psychotherapy, psycho- 
drama, and chemotherapy are provided by the 
psychiatrist. Individual counseling or group dis- 
cussions are provided by the nurse and the social 
worker. Educational movies, discussion groups 
by Alcoholics Anonymous, discussions by ex- 
patients, and many informal conversations are 
part of the program. The hospital at large pro- 
vides industrial or agricultural work therapy, job 
placement, vocational counseling, pastoral counsel- 
ing, and discharge and foster care services. 
Each patient is given a program of mandatory 
conferences and elects a program of optional 
items. Each has weekly consultations with the 
psychiatrist, the nurse, and the social worker to 
assess progress. Since the group is small and per- 
sonnel is full-time, they can know each individual. 
The environment provides freedom from the soci- 
ety in which their drinking occurred, as well as 
providing constant association with optimistic 
and success-oriented people, which pervades all 
phases of the patient’s life. Along with being al- 
lowed increasing responsibility in the mainten- 
ance, care, and development of the program, they 
are given a choice as to those parts of the pro- 
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gram in which they wish to participate. The spirit 
of research is felt throughout the program. De- 
tailed psychological testing is undertaken periodi- 
cally to learn the effects of treatment on different 
personality types; eventually to permit prediction 
of treatment outcome. Patients may be given 
drugs or a placebo, and the effect of such medi- 
cation on the rehabilitation progress is deter- 
mined. 

All patients eventually think of the day when 
they will return to the community as responsible 
citizens. The social worker provides counsel and 
aid in family and economic matters. Job assist- 
ance, as well as vocational evaluations, is avail- 
able. Alcoholics Anonymous arranges visits by 
members living near the patient’s home to help 
bridge the gap from hospital to community. Psy- 
chodrama is used to act out the situation of the 
former drunkard asking for a job from a previ- 
ous employer, the return to an abused family, or 
the encounter of former drinking companions. 
Patients may walk out of the unit or not return 
from “leave,” be discharged to supervised con- 
valescence, be transferred to another area of the 
hospital, or be discharged as rehabilitated. In one 
year the unit treated three hundred and six of a 
total of three hundred and eighty-nine male al- 


coholics admitted to Spring Grove. It also treated 
female alcoholics, who sleep in a separate cottage. 
Of the three hundred and six males, two hundred 
and sixty-nine were discharged, having stayed 
about forty-five days each. Ten per cent of these 
returned to the hospital within one year. 

The unit has problems. Often, alcoholics com- 
mitted are poorly motivated for the program and 
resist all of its advantages. Followup treatment 
facilities are limited, and many readmissions oc- 
cur because of no followup therapy at all. An 
adequate chain of clinics easily accessible to all 
alumni is not yet available. Followup information 
is sparse, and the true outcome of the program 
in many cases is unknown. Only those patients 
living in a specified geographical area are eligible 
for this program at Spring Grove. 

The program is an excellent pilot for the fu- 
ture and is observed widely by students of this 
field. The Maryland Commission on Alcoholism 
has recommended the extension of such a unit to 
other state hospitals. A visit to the unit is highly 
recommended. Correspondence and conversation 
with the psychiatrist of the unit, Dr. Fernando 
Cabrera, and his report on this unit prepared for 
the Maryland Commission on Alcoholism are 
gratefully acknowledged. 


Frank L. Iber, M.D. 


NEW DRUG FIRM INTRODUCED AT AMA CONVENTION 
One of the most dramatic features of the June meeting of the American Medi- 
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cal Association in New York was that it served as a launching pad for the orbiting 
of a huge new drug manufacturing enterprise. This was the introduction of Philips 
Roxane, Inc., to the American pharmaceutical industry. The AMA considered it some- 
thing of an historical precedent that a company chose this annual conclave to make 
its initial bow to the medical profession. 


In completing its plans for full-scale operation, Philips Roxane has erected a new 
62,000 square foot plant at its headquarters location in St. Joseph, Missouri. Among 
its present pharmaceutical projects is the development of a measles vaccine, now in 
extensive clinical trial, and for which patent applications have been filed. 


To enhance and facilitate its research and marketing operations in this country, 
Philips Roxane has acquired several American affiliates. Among these is the Columbus 
Pharmacal Company, of Columbus, Ohio, which will form the nucleus for marketing 
in the new organization and which henceforth will operate under the Philips Roxane 
name. The experience of seventy-five years in American one research and marketing 
is contributed by this Columbus ———— ee 
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NMARYLAND = 
ASSOCIATION O 
INMIEDICAL 
ASSISTANTS 


HE MARYLAND AssocIATION of Medical 
perme held its first annual meeting in 
conjunction with the annual meeting of the Med- 
ical and Chirurgical Faculty of Maryland on 


April 26, 27, 28, 1961. 


The Association sponsored a coffee booth and 
exhibit all day April 26 and 27 and a half day 
April 28, which was well attended. Background 
material explaining the aims, objectives, and 
goals of medical assistants associations were dis- 
tributed. 


Scientific sessions and the annual business 
meeting were held the afternoon of April 26 in 
Osler Hall of the Medical and Chirurgical Facul- 
ty Building. George Simons, M.D., president of 
the Allegany-Garrett County Medical Society, 
presented a talk entitled “What the General Prac- 
titioner Expects From His Medical Assistant.” 
During. the business meeting, all charter members 
of the Maryland Association of Medical Assist- 
ants signed the Constitution and Bylaws. 


The sessions on April 27 were held in the 
Red Room of the Sheraton Belvedere Hotel. 
The speakers for the afternoon were Wilburn 
I. McClure, Jr., from Professional Business 
Management, Inc., who spoke on “Credit Policies 
and Collection Routines”; Loren Walters, of the 
Walters Academy, on “Elements of Glamour”; 
and J. J. Chisolm, M.D., poison control coordi- 
nator for Johns Hopkins Hospital and Baltimore 
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FRIDAY, SEPTEMBER 15—OCEAN CITY MEETING 
“COMMANDER HOTEL 


City Hospitals, on “Operation of Poison Control 
Centers.” 

The first annual banquet was held in the As- 
sembly Room of the Belvedere Hotel on Thurs- 
day evening, April 27. Mrs. Virginia Dougherty, 
president of the American Association of Medi- 
cal Assistants, was the speaker of the evening. 
Installation of officers was held with Mrs. 
Dougherty presiding during the ceremony. 

Tentative plans are being made to hold our 
semiannual meeting in Ocean City in September, 
1961. 

The Baltimore Association of Medical Assist- 
ants held its monthly meeting on May 9, 1961, 
in Osler Hall. Russell S. Fisher, M.D., gave an 
enlightening talk on “Malpractice,” which he il- 
lustrated with lantern slides. On June 13, 1961, 
a meeting was held at the Park Plaza Hotel, at 
which time the president of the Maryland Asso- 
ciation installed the officers of the local chapter. 

The annual convention of the American Asso- 
ciation of Medical Assistants will be held in 
Reno, Nevada, October 12-15, 1961. At the state 
luncheon, to be held October 13, the charter for 
the Maryland Chapter will be presented. Leonard 
Larson, M.D., incoming president of the Amer- 
ican Medical Association, will be a speaker on 
the program as well as at the annual banquet. 
All medical assistants should try to attend this 
meeting in Reno so that our state will be well 
represented. 

Dorothy Hartel 


- 


D 


Woman's Auxiliary 
Medical and Chirurgical Faculty 


MRS. WILLIAM S. STONE, Auxiliary Editor 


MARYLAND 


HYGEIA 


AUGUST, 1961 


NINTH ANNUAL FUTURE NURSES CONVENTION 


The Future Nurses Clubs of Maryland, organized by Mrs. D. 
Delmas Caples, holds the enviable position of Number One on the 
national list of those chartered. There are now one hundred clubs in 
the state, and the growing interest in careers in nursing and para- 
medical fields was evidenced by the large attendance at the 
annual meeting, held recently at the Oxon Hill High School. Ma Gees Coes’ een” the 
For the past two years, Mrs. John O. Robben, of Mont- principal speaker. 
gomery County, has been the able chairman for this State 
Auxiliary project. 


Mrs. Rhobia Taylor, of New York City, representing the 
National Council of Careers, was an honored guest and speak- 
er. Mrs. D. Delmas Caples, of Reisterstown, the guest speaker, 
was presented a plaque which read: 


To Mrs. D. Delmas Caples: In recognition of the 
service performed for the Future Nurses of Mary- 
land, the 1960-61 Organization would 
like to present this token of their appre- 
ciation. 


Officers were installed in a candlelight cere- 
mony. Left: Carolyn Weir; right: Dotty Hetrick. 


Mary Margaret Robben, Sponsor 
Kathie Cribbs, President 


Miss Alice Sundberg, of the Maryland League 
for Nursing, presented awards based on the sub- 
mitted reports by the various clubs of the year’s 
activities. First prize went to Western High 
School of Baltimore City, and second place awards 
were presented to Dumbarton, Edmondson, Mont- 


i 5 Left to right: Carolyn Weir, president, Mrs. John O. Robben, 
gomery Hills, and Allegany High Schools. chairman, Kathie Cribbs, cutgoing president. 


The following officers were 
elected and installed in a beau- 
tiful and impressive candle- 
light ceremony: 


Carolyn Weir, President; 
Dotty Hetrick, President-elect; 
Paulette Dreyer, Recording 
Secretary; Jean Clopps, Treas- 
urer; Patricia Lyons, His- 


Se 1 Mund c oman's Auxiliary members at the Future Nurses Convention. Left to right: Mrs. Emil 
torian; Caro yn undey, Cor- Baversfeld, Mrs. D. Delmas Caples, Mrs. John O. Robben, Mrs. Robert W. Garis, Mrs. 


responding Secretary. Raymond Rangle, Mrs. Raymond Atkins. 
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1961 Transactions 


Part I 


N.B. The Membership Directory, formerly published in the August issue of the 


Maryland State Medical Journal as part of the Transactions, is being published 


separately. It may be obtained on request from the Faculty office, 1211 Cathedral 


Street, Baltimore 1, Maryland. See Order Form on Page 397. 


OFFICERS AND COMMITTEES OF THE MEDICAL AND 
CHIRURGICAL FACULTY OF THE STATE OF MARYLAND 


To serve through Annual Meeting 1962 except as otherwise designated. 


PRESIDENT 
Howard F, Kinnamon, M.D., 6 Glenwood Avenue, Easton 


PRESIDENT-ELECT 
Charles F. O’Donnell, M.D., 7501 York Road, Baltimore 4 


VICE PRESIDENTS 
W. Oliver McLane, Jr., M.D., 168 East Main Street, 
Frostburg 
Philip Briscoe, M.D., 95 Cathedral Street, Annapolis 
J. Elliot Levi, 1020 St. Paul Street, Baltimore 2 


SECRETARY 
William Carl Ebeling, M.D., 809 Medical Arts Bldg., 
Baltimore 1 


TREASURER 
Howard B. Mays, M.D., 3301 North Charles Street, 
Baltimore 18 


COUNCIL 

Bylaws, Article VII, Section 1, The Council shall be 
composed of the elective officers, the Immediate Past 
President, the chairmen of the Bylaws and Library and 
History Committees and the delegates to the American 
Medical Association. The chairmen of the Policy and 
Planning Committee and the Legislative Committee shall 
be conference members of the Council with voice but 
no vote. 
Whitmer B. Firor, M.D., 1100 N. Charles Street, Balti- 

more 1 (past president) 

Western District 

W. Royce Hodges, Jr., M.D., 122 Centre Street, Cum- 

berland (1963) 
E. W. Ditto, Jr., M.D., 215 West Washington Street, 

Hagerstown (1963) 
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Central District 
Howard M. Bubert, M.D., Medical Arts Bldg., Balti- 
more 1 (1962) 
Melvin B. Davis, M.D., 2910 Dunleer Road, Baltimore 22 
(1962) 


Albert E. Goldstein, M.D., 3505 North Charles Street, 
Baltimore 18 (1962) 

Amos R. Koontz, M.D., 1014 St. Paul Street, Baltimore 2 
(1962) 

Everett S. Diggs, M.D., 11 East Chase Street, Balti- 
more 2 (1963) 

Russell S. Fisher, M.D., 700 Fleet Street, Baltimore 2 
(1964) 

Fayne A. Kayser, M.D., Medical Arts Bldg., Baltimore 1 
(1964) 

[Edmond J. McDonnell, M.D., 4 East Madison Street, 
Baltimore 2 (1964) 

R. Carmichael Tilghman, M.D., 6 East Eager Street, 
Baltimore 2 (1964) 


Eastern District 


John Mace, Jr., M.D., 6 Church Street, Cambridge (1962) 
Robert W. Farr, M.D., Chestertown (1964) 


Southern District 


Arthur Wooddy, M.D., LaPlata (1962) 
J. Roy Guyther, M.D., Mechanicsville (1963) 


South Central District 


M. McKendree Boyer, M.D., Damascus (1963) 
Waldo B. Moyers, M.D., 6901 Pineway, Hyattsville 
(1964) 
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EXECUTIVE COMMITTEE 


Bylaws, Article VIII, Section 1. The Executive Com- 

mit‘ee shall consist of the President, the President-Elect, 

the Secretary, the Treasurer and the Chairman and 

Vice-Chairman of the Council. 

Howard B. Kinnamon, M.D., 6 Glenwood Avenue, Easton 
(President) 

Charles F. O’Donmnell, M.D., 7501 York Road, Baltimore 4 
(President-Elect) 

William Carl Ebeling, M.D., 809 Medical Arts Bldg., 
Baltimore 1 (Secretary) 

Howard B. Mays, M.D., 3301 North Charles Street, 
Baltimore 18 (Treasurer) 

Everett S. Diggs, M.D., 11 East Chase Street, Balti- 
more 2 (Chairman of Council) 

M. McKendree Boyer, M.D., Damascus (Vice-Chairman 
of Council) 


DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 


Bylaws, Article X, Section 20. Delegates and Alter- 
nates to the American Medical Association shall be nom- 
inated and elected in the same manner and at the same 
time as that provided for the elective officers. Their 
terms shall begin on January 1 of the year following 
their election and they shall serve for a term of three 
years or until their successors are elected. 

J. Sheldon Eastland, M.D., Medical Arts Bldg., Balti- 

more 1 (1961) 
Robert vL. Campbell, 


M.D., 145 West Washington 


Street, Hagerstown (1962) 
George H. Yeager, M.D., Medical Arts Bldg., Baltimore 
1 (1963) 


COMMITTEE ON PROGRAM AND 
ARRANGEMENTS 


Bylaws, Article X, Section 1. A Committee on Pro- 
gram and Arrangements of four members, one of whom 
shall be elected at the annual session of the House of 
Delegates each year for a four-year term, shall prepare 
and issue a program for General Meetings, provide suit- 
able accommodations for the meetings of the Faculty and 
have charge of all arrangements. The member whose 
term next expires shall be chairman. 

Houston S. Everett, M.D., 11 East Chase Street, Balti- 

more 2, Chairman (1962) 

James Douglas Lockard, M.D., 802 Cathedral Street, 

Baltimore 1 (1963) 

Joseph B. Workman, M.D., University Hospital, Balti- 

more 1 (1964) 

Richard T. Shackelford, M.D., 18 East Eager Street, 

Baltimore 2 (1965) 


LIBRARY AND HISTORY COMMITTEE 


Bylaws, Article X, Section 2. A Library and History 
Committee of five members, one of whom shall be elected 
at the annual session of the House of Delegates each 
year for a five-year term shall have the control and 
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COMMITTEES ELECTED BY THE HOUSE OF DELEGATES 


Alternates 
William B. Hagan, M.D., 3303 Perry Street, Mt. Rainier 
(1961) 


William B. Long, 
(1962) 


Leslie E. Daugherty, M.D., 7 Washington Street, Cum- 
berland (1963) 


M.D., Medical Center, Salisbury 


BOARD OF MEDICAL EXAMINERS 


Bylaws, Article IX, Section 2. Two members of the 
Board of Medical Examiners shall be nominated at the 
first meeting of the annual session of the House of Dele- 
gates and elected at a session of the General Meeting 
each year, where additional nominations may be made 
from the floor. They shall serve for a term of four years, 
or until their successors are elected and qualified, begin- 
ning on the first day of June following their election or 
as provided by law. 

Lewis P. Gundry, M.D., Relay 27, President (1962) 
Walter C. Merkel, M.D., Union Memorial Hospital, 

Baltimore 18, Vice President (1964) 

Frank C. Morris, M.D., 3913 Juniper Road, Baltimore 18, 

Secretary-Treasurer (1963) 
Wylie M. Faw, Jr., M.D., 

Cumberland (1962) 

John H. Hornbaker, M.D., 158 West Washington Street, 

Hagerstown. (1963) 

Samuel McLanahan, M.D., 108 East 33rd Street, Balti- 
more 18 (1964) 
Vernon H. Norwood, M.D., Church Home and Hospital, 

Baltimore 31 (1965) 

C. Stanford Hamilton, M.D., 212 Market Street, Poco- 

moke City (1965) 


122 South Centre Street, 


supervision of all books, pamphlets, periodicals and writ- 
ten or printed material, including historical material, be- 
longing to the Faculty; shall have authority to order 
and purchase such additions or replacements as it deems 


- necessary within its budget, and shall prepare and main- 


tain historical records regarding the Faculty and each 
Faculty Fund. The Baltimore City Dental Society shall 
have the right to elect one associate member of the 
committee. It shall elect its own chairman. 


Louis Krause, M.D., 11 East Chase Street, Baltimore 2, 
Chairman (1966) 


A. Austin Pearre, M.D., 4 East Church Street, Fred- 
erick (1962) 


J. Roy Guyther, M.D., Mechanicsville (1963) 


Frederick J. Vollmer, M.D., 311 Gittings Avenue, Balti- 
more 12 (1963) 


Lester A. Wall, Jr., M.D., 4407 Underwood Road, Balti- 
more 12 (1964) 


Joseph C. Biddix, Jr., D.D.S., 72 Dunkirk Road, Balti- 
more 12 
CURATOR 


Walter D. Wise, M.D., 1120 St. Paul Street, Baltimore 
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-FINNEY FUND COMMITTEE 

Bylaws, Article X, Section 3. A Finney Fund Commit- 
tee of five members, one of whom shall be elected at 
the annual session of the House of Delegates each year 
from among those active members who are engaged in 
the practice of surgery or a surgical specialty, shall meet 
with the Library and History Committee to advise on 
procuring lectures and books, monographs and journals 
for the Library, on subjects related to surgery in its 
broad sense. It shall clect its own chairman. 


AMERICAN MEDICAL EDUCATICN 
FOUNDATION COMMITTEE 
Bylaws, Article X, Section 16. An American Medical 
Education Foundation Committee of at least five mem- 
bers shall cooperate with the American Medical Educa- 
tion Foundation. Its chairman shall be appointed by the 
President and said chairman shall appoint the other mem- 
bers of the Committee with the approval of the Pres- 
dent. 
William S. Stone, M.D., University of Maryland Schosl 
of Medicine, Baltimore, Chairman 
Albert L. Anderson, M.D., 44 Southgate Avenue, Annap- 
olis 
Newland E. Day, M.D., 4 East 33rd Street, Baltimore 18 
Bender B. Kneisley, M.D., 148 West Washington Street, 
Hagerstown 
Waldo B. Moyers, M.D., 6901 Pineway, Hyattsville 
Douglas H. Stone, M.D., 2921 St. Paul Street, Balti- 
more 18 


BYLAWS COMMITTEE 

Bylaws, Article X, Section 7, The President shall ap- 
point, within one month after assuming his duties, a By- 
laws Committee of four members to consider and recom- 
mend to the House of Delegates such amendments to 
those bylaws as it deems desirable. It my draft its own 
amendments or alter as it sees fit such proposed amend- 
ments as are submitted to it by members, committees or 
component societies. The President shall des‘gnate the 
chairman. 
William A. Pillsbury, Jr., M.D., Timonium, Chairman 
Philip W. Heuman, M.D., 307 Hickory Avenue, Bel Air 
Waldo B. Moyers, M.D., 6901 Pineway, Hyattsville 
J. Arthur Weinberg, M.D., 2 East Read Street, Balti- 

more 2 


ECONOMICS COMMITTEE 

Bylaws, Article X, Section 11. An Economics Commit- 
tee of at least five members shall serve in an advisory 
capacity for the Medicare Program; conduct a continu- 
ing investigation regarding group insurance on a state- 
wide basis and confer with insurance carriers concern- 
ing insurance problems relating to specialties such as 
radiology, pathology and anesthesiology. Its chairman 
shall be appointed by the President and said chairman 
shall appoint:the other members of the Committee with 
the approval of the President. 
Robert C. Kimberly, M.D., 1014 St. Paul Street, Balti- 
more 2, Chairman 


Aucust, 1961 


COMMITTEES DESIGNATED BY THE BYLAWS 


Richard G. Coblentz, M.D., 803 Cathedral Street, Dalti- 
more 1 (1962) 

Richard T, Shackelford, M.D., 18 East Eager Street, 
Baltimore 2 (1963) 


Harry Clay Hull, M.D., 521 Medical Arts Bldg., Balti- 
more 1 (1964) 

Henry J. L. Marriott, M.D., 1203 Boyce Avenue, Rux- 
ton 4 (1965) 

George G. Finney, M.D., 5820 York Road, Baltimore 12 


Harry McB. Beck, M.D., 120 Midhurst Road, Baltimore 
12 


Leon W. Berube, M.D., Mechanicsville 

M. McKendree Boyer, M.D., Damascus 

A. C. Dick, M.D., Chestertown 

George O. Easton, M.D., 4 East Madiscn St., Baltimore 

William E. Grose, M.D., 1201 N. Calvert Street, Balti- 
more 2 

William B. Hagan, M.D, 3303 Perry St., Mt. Rainier 

Philip A. Insley, M.D., Salisbury 

William B. Settle, M.D., 514 Medical Arts Bldg., Balti- 
more 1 

A. Dougal Young, M.D., 1118 St. Paul Street, Baltimore 
2 


EDITORIAL BOARD 

Bylaws, Article X, Section 21. There shall be an Edi- 

torial Board composed of the Editor and Business Man- 

ager of the Maryland State Medical Journal and six 

members, two of whom shall be appointed by the Presi- 

dent each year for a three-year term. 

George H. Yeager, M.D. (Editor), Medical Arts Build- 
ing, Baltimore 1 

Mr. John Sargeant (Executive Secretary), 1211 Cathe- 
dral Street, Baltimore 1 

E. T. Lisansky, M.D., 6804 Park Heights Avenue, Balti- 
more 15 (1961) 

Edward C. H. Schmidt, M.D., The Memorial Hospital, 
Easton (1961) 

Howard M. Bubert, M.D., Medical Arts Bldg., Balti- 
more 1 (1962) 

Amos R. Koontz, M.D., 1014 St. Paul Street, Baltimore 
2 (1962) 

Henry P. Laughlin, M.D., 6800 Hillcrest Place, Chevy . 
Chase (1963) 

Samuel McLanahan, M.D., 108 East 33rd Street, Balti- 
more 18 (1963) 


FEE SCHEDULE COMMITTEE 

Bylaws, Article X, Section 19. A Fee Schedule Com- 
mittee composed of an official representative of each or- 
ganized professional specialty group and an official rep- 
resentative of the general practitioner’s group shall con- 
sider and advise the Faculty on all questions relating to 
fee schedules. Its chairman shall be appointed by the 
President, and said chairman shall appoint the other mem- 
bers of the committee with the approval of the President. 
William G. Speed, III, M.D., :11 East Chase Street, 


Baltimore 2, Chairman 


435 


} 


Katherine. H. Borkovich, M.D., 11 East Chase Street, 
Baltimore 2 
Maryland Society on Internal Medicine 
Charles N. Davidson, M.D., 5900 Lakehurst Drive, Balti- 
more 10 
Maryland Radiological Society 
Louis C. Dobihal. M.D., 447 North Kenwood Avenue, 
Baltimore 24 
Maryland Chapter, American Academy of General 
Practice 
Leonard J. Gallant, M.D., The Latrobe, Baltimore 2 
Maryland Psychiatric Society 
George H. Greenstein, M.D., 2500 Eutaw Place, Balti- 
more 17 
Maryland Orthopaedic Society 
Wilson Grubb, M.D., 3607 Greenway, Baltimore 18 
Maryland Chapter, American Academy of Pediatrics 
Alfred T. Lieberman, M.D., 29 East Mt. Vernon Place, 
Baltimore 2 
Otelaryngolical Section, Balto. City Medical Society 
William V. Lovitt,.Jr., M.D., 1106 Sleepy Dell Court, 
Towson 4 
Maryland Society of Pathologists 
Howard B. Mays, M.D., 3301 North Charles Street, 
Baltimore 18 
Maryland Chapter, American Urological Society 
Frank K. Morris, M.D., 3913 Juniper Road, Baltimore 18 
The Obstetrical & Gynecological Society of Maryland 
William H. Mosberg, Jr., M.D., 803 Cathedral Street, 
Baltimore 1 
Maryland Chapter, American College of Surgeons 
Howard A. Naquin, M.D., 14 West Mt. Vernon Place, 
Baltimore 1 
Maryland Ophthalmological Society 
Alfred. T. Nelson, M.D., 1903 Indian Head Road, Rux- 
ton’4° 
Maryland Society of Anesthesiologists 
William B. Settle, M.D., 514 Medical Arts Bldg., Balti- 
more 1 
Maryland Chapter, American College of Surgeons 
John F. Strahan, M.D., 119 Overhill Road, Baltimore 10 
Dermatology Section, Baltimore City Medical Society 


LEGISLATIVE COMMITTEE 


Bylaws, Article X, Section 9. A Legislative Commit- 
tee composed of the presidents of all component societies 
together with at least five members appointed by the 
President shall inform itself on all legislation, national, 
state and local, affecting the practice of medicine, ad- 
vise the Faculty when necessary in regard to such legis- 
lation; and, with the President or such other persons 
as the Council or House of Delegates may name, repre- 
sent the Faculty before any legislative body when re- 
quired. The President shall designate the chairman. 
Presidents of component medical societies 


Karl F. Mech, M.D., 11 East Chase St., Baltimore 2, 
Chairman 

John G, Ball, M.D., 7936 Old Georgetown Road, Bethes- 
da 14° 

E. I. Baumgartner, M.D., Oakland 

I. Rivers Hanson, M.D., Medical Center, S. Salisbury 
Blvd., Salisbury 

William T. Layman, M.D., 5 Public Square, Hagerstown 


B. Martin Middleton, M.D., 319 Medical Arts Building, 
Baltimore 1 
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George E. Urban, M.D., 803 Frederick Road, Catons- 
ville 28 


LIAISON COMMITTEE 


Bylaws, Article X, Section 14. A Liaison Committee 
of at least ten members shall provide from among its 
membership such liaison as is required on the following 
subjects: Veterans medical care, accreditation of hos- 
pitals, adoption and vocational rehabilitation; and to the 
following organizations: Bureau of Old Age and Sur- 
vivors Insurance, State Department of Health and Mary- 
land Pharmaceutical Association. Its chairman shall be 
appointed by the President, and said chairman shall ap- 
point the other members of the Committee with the ap- 
proval of the President. 

Whitmer B. Firor, M.D., 1100 N. Charles Street, Balti- 
more 1, Chairman 
Ruth Workman Baldwin, M.D., University Hospital, 

Baltimore 1 
Carlton Brinsficld, M.D., 232 Baltimore Avenue, Cum- 

berland 


Harry J. Connolly, M.D., 13 E. Eager Street, Baltimore 
2 


Wilbur H. Foard, M.D., Manchester 

Amos R. Koontz, M.D., 1014 St. Paul Street, Baltimore 
2 

Florence I. Mahoney, M.D., 3601 Greenway, Baltimore 
18 

A. J. Mirkin, M.D., 115 South Centre Street, Cumber- 
land 

Raymond C, Vail Robinson, M.D., 11 Murray Hill Cir- 
cle, Baltimore 12 


Peter P. Rodman, M.D., P.O. Box 441, Aberdeen 

Lawrence M. Serra, M.D., 11 E. Chase Street, Baltimore 

J. Frank Supplee, III, M.D., 1014 St. Paul Street, Balti- 
more 2 

Daniel I. Welliver, M.D., 19 N. Church Street, West- 
minster 


MEDIATION COMMITTEE 


Bylaws, Article X, Section 5. A Mediation Committee 
composed of the five most recent living Immediate Past- 
Presidents, the Chairman of the Council, and not more 
than five additional members appointed by the President 
shall hear and determine all grievances or complaints 
involving or growing out of the practice of medicine as 
provided by ‘these bylaws and mediate all problems in- 
volving or growing out of the practice of medicine. This 
committee shall meet with labor unions, professional or- 
ganizations, and others interested in improving the quality 
of medical care for discussion and consideration of 
questions of mutual interest in this area. The Chairman 
shall be appointed by the President. 

John Murray Dennis, M.D., University Hospital, Balti- 
more 1, Chairman 
Leslie E. Daugherty, M.D., (President 1959-1960) 7 

Washington Street, Cumberland 
Everett S. Diggs, M.D., (Chairman of Council) 11 E. 

Chase Street, Baltimore 2 
J. Sheldon Eastland, M.D., (President 1958-1959) Medi- 

cal Arts Bldg., Baltimore 1 
C. Reid Edwards, M.D., (President 1957) Medical Arts 

Bldg., Baltimore 1 
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Whitmer B. Firor, M.D., (President 1960-1961) 1100 N. 
Charles Street, Baltimore 1 

Gerald A, Galvin, M.D., 2 East Read Street, Baltimore 2 

Daniel J. Pessagno, M.D., Medical Arts Building, Balti- 
more 1 

Edwin H. Ruzicka, M.D., R.D. 4, Waverly, Easton 

William H. F. Warthen, M.D., (President 1956) 611 
Hillen Rd., Baltimore 4 


MEDICAL EMERGENCY DISASTER 
SERVICE COMMITTEE 


Bylaws, Article X, Section 18. A Medical Emergency 
Disaster Service Committee of at least five members 
shall develop plans for medical aid in the event of a 
civilian disaster or enemy attack. Its chairman shall be 
appointed by the President and said chairman shall ap- 
point the other members of the Committee with the ap- 
proval of the President. 

I. Ridgeway Trimble, M.D., 2947 St. Paul St., Balti- 
more 18, Chairman 

Raymond M. Cunningham, M.D., 323 Medical Arts Bldg., 
Baltimore 1 . 

Page C. Jett, M.D., Prince Frederick 

Shepard Krech, Jr., M.D., 9 N. Hanson Street, Easton 

Julius R. Krevans, M.D., 5720 Uffington Road, Baltimore 

9 
Kirk Moore, M.D., The Latrobe, Baltimore 2 
Russell H. Morgan, M.D., Johns Hopkins Hospital, 

Baltimore 5 
Perry F. Prather, M.D., 5203 Falls Road, Baltimore 10 
J. Frank Supplee, III, M.D., 1014 St. Paul Street, Balti- 

more 2 

Philip Whittlesey, M.D., 311 Overhill Road, Baltimore 10 
Charles H. Williams, M.D., 1632 Reisterstown Road, 

Pikesville 8 
Huntington Williams, M.D., Baltimore City Health Dept., 

Baltimore 3 
Ralph J. Young, M. D., 1532 E. Monument Street, Bal- 

timore 5 


JOINT COMMITTEE WITH THE BAR 
ASSOCIATION ON MEDICOLEGAL 
PROBLEMS 


Bylaws, Article X, Section 15. A Medicolegal Commit- 
tee shall join with the corresponding committee of the 
Maryland State Bar Association, composed of an equal 
number, for the consideration of problems common to, or 
of concern to, both the medical and legal professions. 
Its chairman shall be appointed by the President and said 
chairman shall appoint the other members of the Com- 
mittee with the approval of the President. 

Russell S. Fisher, M.D., 700 Fleet Street, Baltimore 2, 

Chairman 
Conrad Acton, M.D., 1208 St. Paul Street, Baltimore 2 
James W. Cianos, M.D., 307 Latrobe Building, Balti- 

more 2 
John W. Classen, M.D., 2923 St. Paul Street, Baltimore 

18 
Lewis P. Gundry, M.D., Relay 27 
William D. Lynn, M.D., 5002 St. Albans Way, Baltimore 

12 
M. C. Porterfield, M.D., Hampstead 
John F. Schaffer, M.D., 401 Random Road, Baltimore 29 
Richard T. Shackelford, M.D., 18 E. Eager Street, 

Baltimore 2 
Benedict Skitarelic, M.D., Memorial Hospital, Cumber- 

land 


Auvcust, 1961 


W. Kennedy Waller, M.D., 3500 N. Calvert Street, 
Baltimore 18 

Huntington Williams, M.D., Baltimore City Health Dept., 
Baltimore 3 


MEMBERSHIP COMMITTEE 
Bylaws, Article X, Section 10. The President shall ap- 
point a Membership Commitice of at least three active 
and at least two associate members which shall consider 
the rights and classes of membership; make recommen- 
dations to the componeni societies regarding methods of 
recruiting new members, and arrange memorials or tri- 
butes to deceased members. The President shall designate 
the chairman. 
F. Ford Loker, M.D., 1120 St. Paul Street, Baltimore 2, 
Chairman. ( Active) 
Robert A. Bier, M.D., 9028 Woodland Drive, Silver 
Spring (Active) 
George Simons, M.D., Algonquin Hotel, Cumberland, 
(Active) 
Alan C. Woods, Jr., M.D., 11 E. Chase Street, Baltimore 
2 (Active) 
(Associate members to be appointed) 


NOMINATING COMMITTEE 

Bylaws, Article X, Section 4. A Nominating Commit- 
tee of seven members, of which the Immediate Past- 
President shall be chairman, shall be appointed by the 
President, who shall appoint one member from each of 
the five districts and one at large. Each component soci- 
ety shall elect one nominee for the committee and the 
President shall select from these nominees the member 
from each district. He shall also select a member at 
large. It shall nominate candidates as provided in these 
bylaws for elective office, elected committees, the Board 
of Medical Examiners and delegates and alternates to 
the American Medical Association. No member except 
the immediate Past-President may serve more often 
than. once in every five years. 
(To be appointed) 


OCCUPATIONAL HEALTH COMMITTEE 

Bylaws, Article X, Section 17, An Occupational Health 
Committee of at least five members shall study and re- 
port as it deems advisable upon occupational disease pro- 
grams and health programs in industry. It shall serve in 
an advisory capacity to the State Accident Fund. Its 
chairman shall be appointed by the President and said 
chairman shail appoint the other members of the Com- 
mittee with the approval of the President. 
Donald Roop, M.D., 1112 Hampton Garth, Baltimore 4, 

Chairman 


William F. Cox, III, M.D., 1118 St. Paul Street, Balti- - 


more 2 

John R. Davis, M.D., 6629 Charlesway, Baltimore 4 

J. Sheldon Eastland, M.D., Medical Arts Building, Balti- 
more 2 

Walter E. Fleischer, M.D., 3400 E. Chase Street, Balti- 
more 13 

James Frenkil, M.D., 338 W. Pratt Street, Baltimore 1 

Herman J. Halperin, M.D., Bethlehem Steel Co., Balti- 
more 19 

Howard B. McElwain, M.D., 1800 N. Charles Street, 
Baltimore 1 

Daniel J. Pessagno, M.D., Medical Arts Building, Balti- 
more 1 

Benjamin H. Rutledge, M.D., 18 E. Eager Street, Balti- 
more 2 
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POLICY AND PLANNING COMMITTEE 


Bylaws, Article X, Section 8. A Policy and Planning 
Committee composed of the President, the Secretary, 
the Treasurer, the Chairman and Vice-Chairman of the 
Council and one member with an alternate elected an- 
nually by each component society, shall advise the House 
of Delegates and Council with regard to improvement of 
the services rendered by the Faculty to its component 
societies; consider the overall policies of the Faculty, 
and plan for the Faculty’s future policies and goals. It 
shall elect its own chairman. 


(An amendment to this section is to be presented to the 
House of Delegates September, 1961.) 


William A. Pillsbury, Jr., M.D. (Baltimore County), 
Timonium, Chairman 

Richard D. Bauer, M.D. (Prince George’s County), 
2513 Buck Lodge Road, Adelphi, Vice Chairman 

Conrad Acton, M.D. (Baltimore City), 1214 St. Paul 
Street, Baltimore 2 

Donald F. Bartley, M.D. (Talbot County), 9 N. Hanson 
Street, Easton 

Wilbur N. Baumann, M.D. (Dorchester County), Cam- 
bridge 

Leon W. Berube, M.D. (St. Mary’s County), Mechanics- 
ville 

M. McKendree Boyer, M.D. (Vice-Chairman of Coun- 
cil), Damascus 

Frank Cawley, M.D. (Allegany-Garrett County), Me- 
morial Hospital, Cumberland 

Paul Cohen, M.D. (Worcester County), Snow Hill 

H. Vincent Davis, M.D. (Cecil County), Chesapeake 
City 

A..C. Dick, M.D. (Kent County), Chestertown. 

Everett S. Diggs, M.D. (Chairman of Council), 11 East 
Chase Street, Baltimore 2 

William C. Ebeling, M.D. (Secretary), 809 Medical 
Arts Bldg., Baltimore 1 

Edward J. Edelen, M.D. (Charles County), La Plata 

J. Ralph Horky, M.D. (Harford County), Churchville 


Irvin G. Hoyt, M.D. (Queen Anne’s County), Queens- 
town 

Philip A. Insley, M.D. (Wicomico County), E. Main 
Street, Salisbury 


Howard F. Kinnamon, M.D, (President), 6 Glenwood — 


Avenue, Easton 

Charles H. Ligon, M.D. (Montgomery County), Sandy 
Spring 

Morrell Mastin, M.D. (Carroll County), Sykesville 

Howard B. Mays, M.D. (Treasurer), 3301 North Charles 
Street, Baltimore 18 

Harold B. Plummer, M.D. (Caroline County), Preston 

C. G. Rawley, M.D. (Somerset County), Crisfield 

James B. Thomas, M.D. (Frederick County), Profes- 
sional Bldg., Frederick 

Peter V. Thorpe, M.D. (Howard County), Columbia 
Road, Ellicott City 

Merton Waite, M.D. (Anne Arundel County), 121 

_ Cathedral Street, Annapolis 

Hugh W. Ward, M.D. (Calvert County), Owings 

Jacob G. Warden, M.D. (Washington County), 832 
Potomac Avenue, Hagerstown 
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POSTGRADUATE EDUCATION, 
PREVENTIVE MEDICINE AND 
PUBLIC HEALTH COMMITTEE 


Bylaws, Article X, Section 12. A Committee on Post- 
graduate Education, Preventive Medicine and Public 
Health of at least eight members shall consider and ad- 
vise upon the following subjects, among others: dia- 
betes, geriatrics, maternal and child welfare, mental hy- 
giene, pelvic cancer, rural health, tuberculosis, preven- 
tion of automotive highway disasters, regulations relat- 
ing to hospital licensing, and polio vaccine. Its chairman 
shall be appointed by the President and said chairman 
shall appoint the other members of the Committee with 
the approval of the President. 

R. Carmichael Tilghman, M.D., 6 E, Eager Street, Balti- 
more 2, Chairman 

John E, Baybutt, M.D., 205 Earle Avenue, Easton 

J. Edmund Bradley, M.D., University Hospital, Balti- 

more 1 
Stuart Christhilf, Jr, M.D., 69 Franklin St., Annapolis 
Robert E. Cooke, M.D., Rackham Road, Gibson Island 
Ernest I. Cornbrooks, Jr., M.D., 521 Medical Arts Build- 

ing, Baltimore 1 
D. C. W. Finney, M. D., 5820 York Road, Baltimore 12 
Abraham Genecin, M.D., 714 Park Avenue, Baltimore 1 
John H. Hirschfeld, M.D., 6919 Harford Road, Balti- 

more 14 
William P. Horton, M.D., 115 Witherspoon Road, Balti- 

more 12 
Howard W. Jones, M.D., Medical Arts Building, Balti- 

more 1 
C. Rodney Layton, M.D., 104 S. Liberty St., Centreville 
Mason F. Lord, M.D., 4204 Underwood Road, Baltimore 

18 
Robert E. Martin, M.D., 3047 St. Paul Street, Baltimore 

18 
Samuel McLanahan, M.D., 108 E. 33rd Street, Baltimore 

18 
David L. Mossman, M.D., Mechanicsville 
J. Morris Reese, M.D., Medical Arts Building, Baltimore 

1 


Kent E. Robinson, M.D., The Latrobe Building, Balti- 
more 2 

Abraham A. Silver, M.D., Temple Garden Apartments, 
Baltimore 17 

Rennert M. Smelser, M.D., 11 E. Chase Street, Balti- 
more 2 

William S. Spicer, Jr., M.D., Univ. of Maryland School 
of Medicine, Baltimore 1 

Patrick B. Storey, M.D., Univ. of Maryland School of 
Medicine, Baltimore 1 

John Whitridge, Jr., M.D., State Dept. of Health, 301 
W. Preston St., Baltimore 1 

Theodore E. Woodward, M.D., 1 Merrymount Road, 
Baltimore 10 


PUBLIC RELATIONS COMMITTEE 


Bylaws, Article X, Section 13. A Public Relations Com- 
mittee of at least five members shall undertake to supply 
Speakers to organizations requesting them on subjects 
relating to the practice of medicine; undertake such 
methods as it deems advisable to inform and instruct the 
public generally on subjects related to the practice of 
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medicine; issue to the press and other media of public 

information releases relating to the meetings, actions, 

and activities of the Faculty, with the advice and approv- 

al of the President or Executive Secretary, and serve 

in an advisory capacity to the Woman’s Auxiliary. Its 

chairman shall be appointed by the President and said 

chairman shall appoint the other members of the Com- 

mittee with the approval of the President. 

Henry P. Laughlin, M.D., 6800 Hillcrest Place, Chevy 
Chase, Chairman 

Philip Briscoe, M.D., 95 Cathedral Street, Annapolis 

Howard M. Bubert, M.D., Medical Arts Building, Balti- 
more 1 

Robert W. Buxton, M.D., University Hospital, Balti- 
more 1 

Robert vL. Campbell, M.D., 145 W. Washington Street, 
Hagerstown 

D. Delmas Caples, M.D., 6 Hanover Road, Reisterstown 

David S. Clayman, M.D., 6311 Baltimore Avenue, River- 
dale 

Leslie E, Daugherty, M.D., 7 Washington Street, Cum- 
berland 

Bernard S. Kleiman, M.D., 1113 N. Calvert Street, Balti- 
more 2 

Robert C. LaMar, M.D., Snow Hill 

Francis A. Ostmann, Jr., M.D., 800 Pershing Drive, 
Silver Spring 

Joseph Chester Sheehan, M.D., 69 Franklin St., Annap- 
olis 


E. Roderick Shipley, M.D., 618 Medical Arts Bldg., Balti- 
more 1 

Francis J. Townsend, Jr., M.D., Somerset Street, Ocean 
City 

Charles Herman Williams, M.D., 1632 Reisterstown Road, 
Pikesville 8 

Huntington Williams, M.D., Baltimore City Health Dept., 
Baltimore 3 

Raymond Yow, M.D., 707 Camden Avenue, Salisbury 


REFERENCE COMMITTEE 


Bylaws, Article X, Section 6. The President shall ap- 
point annually before the semiannual session of the 
House of Delegates, a Reference Committee of five mem- 
bers of the House of Delegates to which all original main 


‘motions and committee reports which involve questions 


of Faculty policy shall be referred at least eight weeks 

prior to any motion. The House of Delegates may refer 

to the Committee any subject matter with instructions 

to draft and report an appropriate resolution covering 

the subject. The President shall designate the chairman. 

Robert van Lieu Campbell, M.D., 145 W. Washington 
St., Hagerstown, Chairman 

M. McKendree Boyer, M.D., Damascus 

Osborne E, Christensen, M.D., 321 S. Division St., Salis- 
bury 

Philip W. Heuman, M.D., 307 Hickory Ave., Bel Air 


SPECIAL COMMITTEES 


Bylaws, Article X, Section 22. Special committees may be appointed by the President from 
time to time as deemed necessary. 


BUILDING COMMITTEE 

Albert E. Goldstein, M.D., 3505 N. Charles St., Balti- 
more 18, Chairman 

John W. Parsons, M.D., 11 E. Chase St., Baltimore 2, 
Treasurer 

Everett S. Diggs, M.D., 11 E. Chase St., Baltimore 2 

E. W. Ditto, Jr.. M.D., 215 West Washington Street, 
Hagerstown 

J. Sheldon Eastland, M.D., Medical Arts Bldg., Balti- 
more 2 

R. Walter Graham, Jr., M.D., Comptrollers Office, 204 
City Hall, Baltimore 2 

William B. Long, M.D., Medical Center, Salisbury 

C. Herbert Mueller, Jr.. M.D., York Road, Parkton 

Charles F. O’Donnell, M.D., 7501 York Road, Baltimore 
4 

James H. Ramsey, M.D., 1415 The Terrace, Hagerstown 

Austin B. Rohrbaugh, Jr., M.D., 104 Chevy Chase Drive, 
Chevy Chase 


BUILDING COMMITTEE 
CLINICAL LABORATORY COMMITTEE 
Edward C. McGarry, M.D., 6400 Winston Avenue, Be- 
thesda 14, Chairman 

Robert E. Farber, M.D., 305 Woodlawn Road, Baltimore 
10 

Walter C. Merkel, M.D., Union Memorial Hospital, 
Baltimore 18 

William A. Pillsbury, Jr.. M.D., Timonium 

John Whitridge, Jr., M.D., 301 West Preston Street, 
Baltimore 1 

Arthur O. Wooddy, M.D., LaPlata 


Aucust, 1961 


CORPORATE PRACTICE OF MEDICINE 
SURVEY COMMITTEE 
Richard TeLinde, M.D., 803 Cathedral Street, Baltimore 
1, Chairman 
Everett S. Diggs, M.D., 11 East Chase Street, Baltimore 
2, Secretary 


James G. Arnold, Jr., M.D., 803 Cathedral Street, Balti- 
more 1 


Alfred Blalock, M.D., Johns Hopkins Hospital, Balti- 
more 5 

Philip Briscoe, M.D., 95 Cathedral Street, Annapolis 

Robert vanL. Campbell, M.D., 145 W. Washington Street, 
Hagerstown 

Charles H. Conley, Jr., M.D., Professional Bldg., Fred- 
erick 

Leslie E. Daugherty, M.D., 7 Washington Street, Cum- 
berland 

J. Sheldon Eastland, M.D., Medical Arts Bldg., Balti- 


more 1 


Wolcott L. Etienne, M.D., 4713 Berwyn Road, College 
Park 

William F. Fritz, M.D., 2 West University Parkway, 
Baltimore 18 


John S. Green, III, M.D., Easton Memorial Hospital, 
Easton 


Paul F. Guerin, M.D., 100 North Calhoun Street, Balti- 
more 23 


J. Roy Guyther, M.D., Mechanicsville 


John Tilden Howard, M.D., 12 East Eager Street, Balti- 
more 2 
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Edwin B. Jarrett, M.D., 11 East Chase Street, Balti- 
more 2 

Lauriston L. Keown, M.D., 431 East Lake Avenue, Balti- 
more 12 

Harry F. Klinefelter, Jr. M.D., 1101 North Calvert 
Street, Baltimore 2 

Henry P. Laughlin, M.D., 6800 Hillcrest Place, Chevy 
Chase 

William B. Long, M.D., Medical Center, Salisbury 

Howard B. Mays, M.D., 3301 North Charles Street, 
Baltimore 18 

Donald W. Mintzer, M.D., 1922 East Belvedere Avenue, 
Baltimore 14 

Frank K. Morris, M.D., 3913 Juniper Road, Baltimore 
18 

James S. O’Hare, M.D., 5003 Broadmoor Road, Balti- 
more 12 


Otto C. Phillips, M.D., 2225 Lake Avenue, Baltimore 13 

J. Morris Reese, M.D., Medical Arts Bldg., Baltimore 1 

Harry M. Robinson, Jr., M.D., 1209 St. Paul Street, 
Baltimore 2 


Peter P, Rodman, M.D., P.O. Box 441, Aberdeen 

Donald Roop, M.D., 1112 Hampton Garth, Baltimore 4 

J. Arthur Weinberg, M.D., The Latrobe, Baltimore 2 

Theodore E. Woodward, M.D., 1 Merrymount Road, 
Baltimore 10 

George H. Yeager, M.D., Medical Arts Bldg., Balti- 
more 1 


MEDICAL ANNALS 


Leslie E, Daugherty, M.D., 7 Washington Street, Cum- 
berland 


FACULTY REPRESENTATIVES 


MARYLAND JOINT COUNCIL TO IMPROVE 
THE HEALTH CARE OF THE AGED 


A. R. Cohen, M.D., Clear Spring 
Louis Krause, M.D., 11 East Chase Street, Baltimore 2 
C. Rodney Layton, M.D., Centreville 


MEDICAL ADVISORY COMMITTEE OF 
THE RED CROSS BLOOD BANK PROGRAM 


(Appointed by the President) 
C. Lockard Conley, M.D., 120 East Lake Avenue, Balti- 


more 12 

R Adams Cowley, M.D., University Hospital, Baltimore 
1 

Everett S. Diggs, M.D., 11 East Chase Street, Baltimore 

Gerald A. Galvin, M.D., 2 East Read Street, Baltimore 


President of the Medica! and Chirurgical Faculty, ex 
officio member 


NATIONAL FOUNDATION OF HEALTH 
SCHOLARSHIPS REPRESENTATIVE 


(The President, each year upon request from the Foun- 
dation, submits the names of three nominees from which 
one may be selected by the Foundation to serve on the 
State Committee. Requested the first time in Feb, 1959) 


Walter D. Wise, M.D., 1120 St. Paul Street, Baltimore 
18 . 


STUDENT AMERICAN MEDICAL 
ASSOCIATION REPRESENTATIVE 


(First appointed December 1958 by the President for 
a two-year term of office.) 


Lewis P. Gundry, M.D., Relay 27 
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OFFICERS, DELEGATES, MEETING TIME, 


ETC., OF COMPONENT MEDICAL 


SOCIETIES 1961 


ALLEGANY-GARRETT COUNTY 


President—George M. Simons, Cumberland 
Vice-President—George O. Himmelwright, Cumberland 
Secretary—Thomas F, Lewis, Cumberland 
Treasurer—Martin M. Rothstein, Frostburg 
Delegates 
Leslie E. Daugherty, Cumberland 
Blaine M. Schindler, Cumberland 
Alternate Delegates 
Saville G. Weisman, Cumberland 
‘Carlton Brinsfield, Cumberland 
Planning Committee, Representative—Frank Cawley, 
Cumberland 
Journal Representative—Leslie E. Daugherty, Cumberland 
Meetings—Monthly 
Annual Meeting—December 
Annual Election—December 
‘Officers Serve—December to December 


Assume Office—December 


ANNE ARUNDEL COUNTY 


President—Randall M. McLaughlin, Pasadena 
Vice-President—Frank M., Shipley, Annapolis 
Secretary—William N. Thomas, Jr., Annapolis 
Treasurer—Neil H. Sims, Annapolis 


Delegates 
Hubert F. Manuzak, Glen Burnie 


Manning W. Alden, Annapolis 
John Frederick Hawkins, Jr., Severna Park 
Alternate Delegates 

Edward S. Beck, Annapolis 

Robert A. Riley, Jr., Annapolis 

Jesse L. Wilkins, Annapolis 

Planning Committee, Representative—Merton T. Waite, 
Annapolis 

Planning Committee, 
Annapolis 

Journal Representative—Samuel Borssuck, Annapolis 

Meetings—Third Wednesday, January, March, May, 
September, and November 

Annual Meeting—January 

Annual Election—January 

‘Officers Serve—January 1961 to January 1962 

Assume Office—January 


Alternate—Richard N. Peeler, 


BALTIMORE CITY 
President—Charles W. Wainwright 
President-Elect—R, Carmichael Tilghman 
Vice-President—Harry M. Robinson, Jr. 
Secretary—John F, Hogan, Jr. 
‘Treasurer—Russell S. Fisher 


Auvcust, 1961 


Representatives to the Executive Board 1960-1961: 
William E. Gilmore (1960-1961) 
Edmond J. McDonnell (1960-1961) 
Samuel Morrison (1960-1961) 


Representatives to the Executive Board 1961-1962: 
Harry J. Connolly (1961-1962) 
D. Frank Kaltreider (1961-1962) 
E. Roderick Shipley (1961-1962) 
Everett S. Diggs, ex officio (1961) 


House of Delegates: 1960-1961 

Delegates Alternate Delegates 
John W. Ashworth Salvatore H. Barranco 
Worth B. Daniels Thomas E. VanMetre, Jr. 
John B. DeHoff Charles O’Donovan, Jr. 
Herbert N. Gundersheimer John Triplett Haxall Johnson 
Arthur Karfgin Henry L. Wollenweber 
J. Elliot Levi William G. Speed, III 
John Herman Long James S. O’Hare 
W. Kenneth Mansfield William F. Renner 
John M. Scott William G, Marr 
Arthur G. Siwinski Donald F. Proctor 
Douglas H. Stone S. Edwin Muller 
J. Arthur Weinberg Raymond K. Thompson 


House of Delegates: 1961-1962 
Delegates Alternate Delegates 

Thomas S. Bowyer Daniel Wilfson 
John N. Classen George A. Knipp 
Ernest I. Cornbrooks, Jr. A. Andrew Alecce 
Joseph D’Antonio Emanuel S. Ellison 
William A. Darby Edward L. Suarez-Murias 
Albert Gubnitsky Deonis M. Lupo 
William G. Helfrich Richard A. Sindler 
Lauriston L. Keown Thomas Edgie Russell, Jr. 
Howard M. Kern Martin A. Robbins 
Louis J. Kolodner Leslie A. Wail, Fr. 
F. Ford Loker James K. V. Willson 
J. Emmett Queen. James N. Cianos 
Raymond C. V. Robinson Harry Ashman 
Emmanuel Schimunek Charles B. Marek 
Aaron C. Sollod Robert F. Healy 
John D. Young, Jr. Harry McB. Beck 


Planning Committee, Representative—Conrad Acton 

Planning Committee, Alternate—Lawrence M. Serra 

Journal Representative—Conrad Acton 

Meetings—First Friday, October, November, December, 
January, February, March and April 

Annual Meeting—December 

Annual Election—December 

Officers Serve—January Ist to December 31st 

Assume Office—January 


BALTIMORE COUNTY 


President—Frank T. Kasik, Jr., Parkville 
Vice-President—John C. Hyle, Overlea 
Secretary-Treasurer—Elizabeth B. Sherrill, Cockeysville 
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Delegates 
J. Morris Reese, Lutherville 
Margaret L. Sherrard, Towson 
Martin E. Strobel, Reisterstown 
D. Delmas Caples, Reisterstown 
Alternate Delegates 
Frederick A. Holden, Baltimore 
Clarence E. McWilliams, Reisterstown 
Kevin Quinn, Timonium 
Jack C. Collins, Dundalk 
Planning Committee, Representative—William A. Pills- 
bury, Jr., Timonium 
Planning Committee, Alternate—Margaret L. Sherrard, 
Towson 
Journal Representative—Donald Roop, Towson 
Meetings—Monthly, third Wednesday 
Annual Meeting—June 
Annual Election—June 
Officers Serve—one year 
Assume Office—conclusion of annual meeting, and serve 
through the following annual meeting 


CALVERT COUNTY 


President—Hugh W. Ward, Owings 

Vice-President—Roberto deVillarreal, Prince Frederick 

Secretary-Treasurer—Page C. Jett, Prince Frederick 

Delegate—Hugh W. Ward, Owings 

Alternate Delegate—Page C. Jett, Prince Frederick 

Planning Committee, Representative—Hugh W. Ward, 
Owings 

Planning Committee, Alternate—Page C. Jett, Prince 
Frederick 

Journal Representative—Page C. Jett, Prince Frederick 

Meetings—Annually, December 

Annual Meeting—December 

Annual Election— December 

Officers Serve—January to January 

Assume Office—January 


CAROLINE COUNTY 


President—Henry Rogers, Trapnell, Federalsburg 

Vice-President—Edwin G. Riley, Denton 

Secretary-Treasurer—Charles H. Winnacott, Ridgely 

Delegate—Dale R. Kollman, Denton 

Alternate Delegate—Frank M. Anderson, Federalsburg 

Planning Committee, Representative—Harold B. Plum- 
mer, Preston 

Journal Representative—Charles H. Winmacott, Ridgely 

Meetings—Quarterly, dates to be determined 

Annual Election—December 

Officers Serve—December to December 


CARROLL COUNTY 


President—Howard E, Hall, Sykesville 
Vice-President—James T. Marsh, Westminster 
Secretary—J. H. Caricofe, Union Bridge 
Treasurer—J. H. Caricofe, Union Bridge 
Delegates 
E. Ambler Thompson, Taneytown 
Morrell M. Mastin, Sykesville 
‘Alternate Delegates 
Charles L. Billingslea, Westminster 
Julius Chepko, Westminster 
Planning Committee, Representative—Morrell M. Mastin, 
Sykesville 
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Journal Representative—Daniel I, Welliver, Westminster 

Meetings—Bimonthly, 1st Wednesday, January, March, 
May, September, November 

Annual Meeting—January 

Annual Election—January 

Officers Serve—January to January 

Assume Office—January 


CECIL COUNTY 


President—Peter Stavrakis, Elkton 
Vice-President—James L. Johnson, Elkton 
Secretary—Wallace Obenshain, Cecilton 
Treasurer—Wallace Obenshain, Cecilton 
Delegate—Klaus H. Huebner, North East 
Alternate Delegate—John A. Fischer, Elkton 
Planning Committee, Representative—H. Vincent Davis, 
Chesapeake City 
Journal Representative—S. Ralph Andrews, Elkton 
Meetings—Second Tuesday of each month 
Annual Meeting—Second Tuesday of December 
Annual Election—Second Tuesday of December 
Officers Serve—January to January 
Assume Office—January 


CHARLES COUNTY 
President—J. Parran Jarboe, LaPlata 
Vice-President—Edward J. Edelen, LaPlata 
Secretary-Treasurer—Frank A. Susan, Indian Head 
Delegate—Frederick M. Johnson, LaPlata 
Alternate Delegate—James E. Andrews, Indian Head 


Planning Committee, Representative—Edward J. Edelen, 
LaPlata 


Planning Committee, Alternate—John H., Griffin, Hughes- 
ville 


Journal Representative—Frederick M. Johnson, LaPlata 
Meetings—Second Thursday of each month 

Annual Election—December 

Officers Serve—January to December 

Assume Office—December 


DORCHESTER COUNTY 


President—William H. Hanks, Cambridge 
Vice-President—Eldridge H. Wolff, Cambridge 


‘Secretary—Lewis M. Burdette, Cambridge 


Treasurer—Lewis M. Burdette, Cambridge 

Delegate—Eldridge H. Wolff, Cambridge 

Alternate Delegate—Albert E. Bunker, Cambridge 

Planning Committee, Representative—Wilbur N. Bau- 
mann, Cambridge 

Journal Representative—Alfred R. Maryanov, Cambridge 

Mectings—Third Wednesday every month 

Annual Meeting—December, third Wednesday 

Annual Election—December, third Wednesday 

Officers serve—January to December 

Assume Office—December 


FREDERICK COUNTY 


President—John M. Culler, Frederick 
Vice-President—Harry W. Gray, Frederick 
Secretary—Russell L. Guest, Frederick 
Treasurer—Richard C. Reynolds, Frederick 
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Delegates 
Frank S, Damazo, Jr., Frederick 
Frederick J. Heldrich, Jr., Frederick 
Alternate Delegates 
Rex Martin, Frederick 
Albert M. Powell, Jr., Frederick 
Planning Committee, Representative—James B. Thomas, 
Frederick 
Journal Representative—Louis R. Schoolman, Frederick 
Meetings—Third Tuesday 
Annual Meeting—December, third Tuesday 
Annual Election—December, third Tuesday 
Officers Serve—December to December 
Assume Office—December, third Tuesday 


HARFORD COUNTY 


President—Willard P. Hudson, Forest Hill 

Vice-President—Robert A. Follweiler, Havre de Grace 

Secretary—William A. Tyson, Kingsville 

Treasurer—George Stansbury, Havre de Grace 

Delegates 
Malcolm D. Phillips, Darlington 
Philip W. Heuman, Bel Air 
Alternate Delegates 

Robert A. Barthel, Jr., Forest Hill 

Frederick J. Hatem, Havre de Grace 

Planning Committee, Representative—J. Ralph Horky, 
Churchville 

Planning Committee, Alternate—Richard Norment, III, 
Havre de Grace 

Journal Representative—J. Ralph Horky, Churchville 

Meetings—Third week of each month, alternating 
Wednesday and Thursday 

Annual Election—December 

Officers Serve—January to January 

Assume Office—January 


HOWARD COUNTY 


President—Peter V. Thorpe, Ellicott City 

Vice-President—Thomas F. Herbert, Ellicott City 

Secretary-Treasurer—Theodore R. Shrop, Ellicott City 

Delegate—George E. Burgtorf, Jr., Ellicott City 

Alternate Delegate—Theodore R. Shrop, Ellicott City 

Planning Committee, Representative—Peter V. Thorpe, 
Ellicott City 

Journal Representative—Theodore R. Shrop, Ellicott City 

Meetings—4th Friday, January, March, May, September 

Annual Election—November 

Officers Serve—January to December 

Assume Office—January 


KENT COUNTY 


President—A. C. Dick, Chestertown 

Secretary-Treasurer—Arthur T. Keefe, Jr., Chestertown 

Delegate—William M. Gatewood, Rock Hall 

Alternate Delegate—Oskar S, Gulbrandsen, Chestertown 

Planning Committee, Representative—A. C. Dick, Ches- 
tertown 

Journal Representative—Arthur T. Keefe, Jr., Chester- 


town 
Meetings—As Called 
Annual Meeting—December 
Annual Election—December 


Avcust, 1961 


Officers Serve—January to December 
Assume Office—January 


MONTGOMERY COUNTY 


President—Charles H. Ligon, Sandy Spring 
Vice-President—DeWitt E. DeLawter, Bethesda 
Secretary—James A. Roberts, Silver Spring 
Treasurer—John P. Haberlin, Silver Spring 
Delegates 
John G. Ball, Bethesda 
Robert A. Bier, Silver Spring 
Austin B. Rohrbaugh, Jr., Chevy Chase 
William S. Murphy, Bethesda 
William T. Joyce, Bethesda 
Merrill M. Cross, Silver Spring 
Alternate Delegates 
James P. McCarrick, Rockville 
Charles I. Warfield, Silver Spring 
Arthur Woodward, Rockville 
Henry P. Laughlin, Chevy Chase 
Wilfred W. Eastman, Silver Spring 
Robert G. Angle, Bethesda 
Planning Committee, Representative—Charles H. Ligon, 
Sandy Spring 
Planning Committee, Alternate—Aaron H. Traum, Sil- 
ver Spring 
Journal Representative—Charles Farwell, Wheaton 
Meetings—3rd Tuesday, each month, except June, July 
and August 
Annual Meeting—March 3rd Tuesday 
Annual Election—March 3rd Tuesday 
Officers Serve—January 1 to December 31 
Assume Office—January 1st 


PRINCE GEORGE’S COUNTY 


President—Ronald S. Fleischer, Hyattsville 
Vice-President—Richard D. Bauer, Adelphi 
Secretary—Albert Roth, Riverdale 
Treasurer—Norman D. Comeau, Mt. Rainier 
Delegates 
Wolcott L. Etienne, College Park 
William B. Hagan, Mt. Rainier 
Hans Wodak, Greenbelt 
Alternate Delegates 
David S. Clayman, Riverdale 
John S. Haught, Mt. Rainier 
John W. Perkins, Hyattsville 
Planning Committee, Representative—Richard D. Bauer, 
Adelphi 
Planning Committee, Alternate—William A. Holbrook, 
Jr., College Park 
Journal Representative—Richard D. Bauer, Adelphi 
Meetings—First Tuesday of each month except July and 
August 
Annual Meeting—First Tuesday in December 
Annual Election—First Tuesday in December 
Officers Serve—January to December 31 
Assume Office—January 1 


QUEEN ANNE’S COUNTY 


President—Theodor Sattelmaier, Stevensville 
Secretary-Treasurer—John R. Smith, Jr., Centreville 
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Delegate—C. Rodney Layton, Centreville 

Alternate Delegate—John R. Smith, Jr., Centreville 

Planning Committee, Representative—Irvin G. Hoyt, 
Queenstown 

Planning Committee, Alternate—Theodor Sattelmaier, 
Stevensville 

Journal Representative—Theodor Sattelmaier, Stevens- 
ville 

Meetings—Quarterly 

Annual Meeting—December 

Annual Election—December 

Officers Serve—January through December 

Assume Office—January 


ST. MARY’S COUNTY 


President—Ernest D. Rehm, Lexington Park 

Vice-President—Charles Greenwell, Leonardtown 

Secretary-Treasurer—James P. Jarboe, Great Mills 

Delegate—Leonm W. Berube, Mechanicsville 

Alternate Delegate—Julian S. Lane, Lexington Park 

Planning Committee, -Representative—Leon W. Berube, 
Mechanicsville 

Planning Committee, Alternate—Julian S, Lane, Lexing- 
ton Park 

Journal Representative—James P. Jarboe, Great Mills 

Meetings—Second Wednesday, Monthly 

Annual Meeting—December, Second Wednesday 

Annual Election—December Meeting 

Officers Serve—January 1 to December 31 

Assume Office—January 


SOMERSET COUNTY 


President—Sarah M. Peyton, Crisfield 
Vice-President—A. N. Barr, Crisfield 
Secretary-Treasurer—Robert H. Johnson, Princess Anne 
Delegate—C. G. Rawley, Crisfield 

Alternate Delegate—A. N. Barr, Crisfield 

Journal Representative—Sarah M. Peyton, Crisfield 
Meetings—Subject to Call 

Officers Serve—Indefinitely 

Assume Office—January 


TALBOT COUNTY 


President—Shepard Krech, Jr., Easton 
Vice-President (1st)—John S. Green, III, Easton 
Vice-President (2nd)—John E. Baybutt, Easton 


Secretary-Treasurer—Louis S. Welty, Easton 
Delegates 


Thurston Harrison, Easton 


Donald F, Bartley, Easton 
Alternate Delegates 


Guy M. Reeser, Jr., St. Michaels 
Robert W. Trever, Easton 


Planning Committee, Representative—Donald F. Bartley, 
Easton 


Journal Representative—R. Lane Wroth, St. Michaels 


Meetings—December and with Upper Eastern Shore 
Medical Society 


Annual Election—January 
Officers Serve—January to January 
Assume Office—January 
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WASHINGTON COUNTY 


President—Dalton M. Welty, Hagerstown 

Vice-President—Jacob G, Warden, Hagerstown 

Secretary—Joseph C. Crisp, Hagerstown 

Treasurer—Sidney Novenstein, Funkstown 
Delegates 


Bender B. Kneisley, Hagerstown 
Archie R. Cohen, Clear Spring 


Frank E. Brumback, Hagerstown 
Alternate Delegates 


Howard N. Weeks, Hagerstown 
George Jennings, Hagerstown 
John A. Moran, Hagerstown 


Planning Committee, Representative—Jacob G. Warden, 
Hagerstown 


Journal Representative—John D. Turco, Hagerstown 


Meetings—January, March, May, July, Sep‘ember and 
November 


Annual Meeting—November 
Annual Election—November 
Officers Serve—November to November 
Assume Office—After November meeting 


WICOMICO COUNTY 


President—Raymond Yow, Salisbury 
Vice-President—Henry Gray Reeves, Salisbury 


Secretary-Treasurer—William S$. Womack, Salisbury 
Delegates 


Osborne D. Christensen, Salisbury 


Henry A. Briele, Salisbury 
Alternate Delegate—James Patrick Gallaher, Salisbury 


Planning Committee, Representative—Philip A. Insley, 
Salisbury 


Planning Committee, Alternate—John M. Bloxom, III, 
Salisbury 


Journal Representative—Gladys Allen, Salisbury 
Meetings—2nd Monday 

Annual Election—December 

Officers Serve—January to January 

Assume Office—Second Monday, January 


WORCESTER COUNTY 


President—C, Stanford Hamilton, Pocomoke City 

Vice-President—Norman E, Sartorius, Jr., Pocomoke 
City 

Secretary-Treasurer—Robert C. LaMar, Snow Hill 

Delegate—Robert C. LaMar, Snow Hill 

Alternate Delegate—Nathanael R. Thomas, Ocean City 

Planning Committee, Representative—Paul Cohen, Snow 
Hill 

Planning Committee, Alternate—Norman E, Sartorius, 
Pocomoke City 

Journal Representative—Francis J. Townsend, Jr., Ocean 
City 

Meetings—January, April, July and October, 4th Wednes- 
day 

Annual Election—October 

Officers Serve—October to October 

Assume Office—October 
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